a 
: x 
. “a 
‘ ey 


State Journal : 
- of Medicine..: 


art age as iset 


Be 


we 


DEVOTED TO THE INTERESTS OF THE MEDICAL PROFESSION AND PUBLIC HEALTH IN TEXAS 


Copyright 1954 by the Texas Medical Association. Owned and issued monthly by the Association. 
Editorial Offices, 1801 North Lamar Boulevard, Austin, Texas 
Publication Offices, 1114 West Daggett Street, Fort Worth 1, Texas 


President, F. J. L. BLASINGAME, Wharton 
President-Elect, J. L. COCHRAN, San Antonio 
Vice-President, J. C. TERRELL, —— 
Secretary, J. M. TRAVIS, Jacksonville 
Treasurer, T. H. THOMASON, Fort Worth 
Executive Secretary, N. C. FORRESTER 
Managing Editor, HARRIET CUNNINGHAM 


ROBERT W. KIMBRO, Cledurne, Chairman 
G. V. BRINDLEY, Temple, Vice-Chairman 
TROY A. SHAFER, Harlingen, Secretary 
SAM N. KEY, Austin 

DENTON KERR, Houston 


Board of 
Trustees 


COUNCILORS 
6. FRANKLIN W. YEAGER, Corpus Christi 1 
7. DAVID WADE, Austin 1 
8. JAMES H. WOOTEN, JR., Columbus 1 
] 
1 


1. LEIGHTON GREEN, F/ Paso 
2. R. B. G. COWPER, Big Spring 
3. FRANK B. MALONE, Lubbock 
4. H. L. LOCKER, Brownwood 

5. JOHN J. HINCHEY, San Antonio  \0. 


Volume 50 


GUEST SPEAKERS BEING INVITED 

Invitations are being extended to distin- 
guished physicians throughout the nation to be 
guest speakers at the forthcoming annual ses- 
sion of the Texas Medical Association, and at 
press time a dozen acceptances already had 
been received. 

Nominated by specialty societies and section 
officers and approved by the Council on Scien- 
tific Work, the guests and other possible guests 
compose an impressive list. From Minnesota to 
Tennessee and from California to Massachusetts 
noted men of medicine are making plans to 
address various groups during the 1955 conven- 
tion. 

The Section on Clinical Pathology in collab- 
oration with the Texas Society of Pathologists 
has received an affirmative reply from an invita- 
tion to Dr. Russell Fisher of Baltimore, and Dr. 
Hugh R. Leavell of Boston is to be the guest of 
the Section on Public Health and the Confer- 
ence of City and County Health Officers. 


Remember the Second 


9. J. T. BILLUPS, Secy., Houston 
L. C. HEARE, Port Arthur 


Austin, Texas, August, 1954 


C. E. WILLINGHAM, Toler 

J. WILSON DAVID, Corsicana 

R. G. BAKER, Chm., Fort Worth 
MAYO TENERY, Waxahachie 

5. H. O. PADGETT, Marshall 


i, 
2. 
3. 
4. 


Number 8 

Those speakers already committed to section 
programs along with the names of the section 
which nominated each follow: Dr. William J. 
Kerr, San Francisco, Section on General Prac- 
tice; Dr. Robert L. Sanders, Memphis, Section 
on Surgery; Dr. Frank Lock, Winston-Salem, N. 
C., Section on Obstetrics and Gynecology; Dr. 
Clair M. Kos, Iowa City, Iowa, Section on Eye, 
Ear, Nose, and Throat; and Dr. John A. Ander- 
son, San Francisco, Section on Pediatrics. 

The following physicians have accepted the 
invitation to participate in specialty society pro- 
grams: Dr. Walter A. Fansler, Minneapolis, 
nominated by the Texas Society of Gastroenter- 
ologists and Proctologists; Dr. John S. Lundy, 
Rochester, Minn., nominated by the Texas So- 
ciety of Anesthesiologists; Dr. James C. Sargent, 
Milwaukee, nominated by the Texas Urological 
Society; and Dr. William Bickel, Rochester, 


Minn., nominated by the Texas Orthopedic As- 
sociation. 


Primary on August 28 
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Dr. John Caffey of New York will partici- 
pate in the annual session program as a nom- 
inee of the Council on Scientific Work. 

These twelve guests, with a number of other 
out-of-state and Texas physicians, will con- 
tribute to an outstanding scientific program in 
1955. 

The annual session, planned for April 25-27 
in Fort Worth, will bring to Texas twenty to 
thirty out-of-state physicians to participate in 
the specialty society and section programs and 
in the refresher courses, a new addition on the 
agenda. 

A Texas doctor, no matter what his field or 
special interest, will be provided an opportunity 
by this program to learn from some of the 
country’s foremost physicians. 


TUBERCULOSIS CONTROL IN COLLEGES 


Great strides have been made in controlling 
tuberculosis in Texas college students in the 
past decade, and even greater goals are in view. 
Those physicians who are most interested in 
tuberculosis and its control can see in the not 
too distant future the day when a thorough pro- 
gram is carried out by the family doctor. He 
will be responsible for giving the tuberculin 
skin test and if necessary following up with a 
chest roentgenogram as a part of the regular 
physical examination for college admission. 

Until that day, the problem of control is the 
responsibility of the colleges with the whole- 
hearted support of local physicians. In 1953, 
only nine of forty-six colleges in the state which 
replied to a questionnaire reported that a tuber- 
culin test or a roentgenogram was required for 
admission. 

The Texas Tuberculosis Association, under 
its Committee on Student Health, Dr. J. Ed- 
ward Johnson, Austin, chairman, has suggested 
the minimum standards for tuberculosis con- 
trol in Texas colleges. The report, prepared by 
a subcommittee composed of Dr. Daniel E. 


Jenkins, Baylor University College of Medicine, 
Houston, chairman; Dr. John W. Middleton, 
University of Texas Medical Branch, Galveston; 
and Dr. John S. Chapman, Southwestern Med- 
ical School of the University of Texas, Dallas, 
combines the most favorable points of the con- 
trol programs followed by each of the three 
medical schools in the state. 

The members of the subcommittee agree that 
the tuberculin test, being highly sensitive and 
relatively inexpensive, is the method of choice 
for surveying students in colleges and universi- 
ties throughout the state. They recommend the 
use of a single medium strength dose of tuber- 
culin as the only test in college students. If the 
purified protein derivative of tuberculin is used, 
the initial testing dose would be 0.0001 mg. 
given intradermally; if old tuberculin is used, 
the dosage of 0.1 cc. of a 1:1,000 dilution of 
a commercial preparation is suggested. In either 
case the minimum number of readings should 


be one at forty-eight hours. However, twenty- 
four, forty-eight, and seventy-two hour readings 
are preferable with recording of both the ery- 
thema and the induration in millimeters. 


A tuberculin test once a year is sufficient for 
students whose test is negative, the subcommit- 
tee believes. All students whose tuberculin test 
is positive should receive a chest roentgenogram 
at least once a year throughout their college 
program, and those students whose tuberculin 
test converts from negative to positive should 
have a roentgenogram made every six months. 
A 70 mm. microfilm is acceptable for the for- 
mer provided that any suspicious shadow is fol- 
lowed up on a standard 14 by 17 inch film, 
whereas for the latter a 14 by 17 inch film is 
preferable. 

Minimum effective standards should in all 
probability require a preemployment chest 
roentgenogram of faculty members and other 
adult employees on the campus. This is now 
required by approximately 80 per cent of the 
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Texas colleges. The subcommittee further rec- 
ommends that annual follow-up chest roent- 
genograms be obtained on all faculty members 
and campus employees and that it be done on a 
mass microfilm basis as an economy measure 
for the institution. 


With the encouragement and assistance of 
physicians, this program may lead to the com- 
plete control of tuberculosis among college stu- 
dents in Texas. 


CONSTITUTION OUT 


An up-to-date issue of the Constitution and 
By-Laws of the Texas Medical Association has 
been printed and will be mailed to officers of 
the Association and every county medical so- 
ciety secretary by September 1. Although the 
supply is limited, a copy for other interested 
doctors may be obtained from the Executive 
Secretary, Austin. 


Amendments passed by the House of Dele- 


gates at the 1954 annual session have been 
incorporated in this edition. 


SALK VACCINE FOLLOW-UP 


The emphasis of the Salk poliomyelitis vac- 
cine has shifted from the inoculation to the 
evaluation study. The validity of the evalua- 
tion depends upon data gathered on poliomye- 
litis cases in the test groups, including those 
children in the first three grades who did not 
get the vaccine. 


Early diagnosis, prompt reporting and fol- 
low-up, and the securing of necessary epidemi- 
ologic information and laboratory specimens are 
important factors in the study which is under 
the direction of Dr. Thomas Francis, Jr., Uni- 
versity of Michigan School of Public Health, 
Ann Arbor. 


Physicians in areas in which vaccinations 
were not given also are asked to assist in the 
study by notifying local or state health officers 
of cases occurring among children who par- 
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ticipated in the trials and then moved to an- 
other area and children who go to summer 
camps. Health officials also need information 
on participating children who receive injec- 
tions of gamma globulin and on cases devel- 
oping among family members of participating 
children. 

The cooperation of every practicing physi- 
cian is necessary to make this study a success. 


CURRENT 
EDITORIAL COMMENT 


EMPLOYMENT OF DIABETIC PATIENTS 


Employment of the diabetic patient by in- 
dustry is a challenge to industry and the physi- 
cian alike. Such authorities as Joslin, Sprague, 
Tolstoi, Metropolitan Life Insurance Company, 
and United States Department of Labor agree 
that the diabetic can be employed in industry, 
with industrial hazards, except as an engineer 
or pilot or in a similar job. 

Diabetes in industry is not a major problem, 
but the number of persons with diabetes who 
are employed, particularly at the younger ages, 
has been growing. The adult diabetic patient 
lives longer today and is in better condition to 
take a job than he was two decades ago. The 
prognosis, death rate, and accident rate for the 
person with diabetes is strikingly improved, 
and the working record of the diabetic, despite 
an absence of statistical information, appears 


to be good. 


With good medical care, diabetic patients 
can carry on their jobs as well as they did be- 
fore the onset of the disease. They do well 
enough to warrant continued employment with- 
out restriction except in a few jobs. The guid- 
ing principle is that a diabetic should not be 
in any position where, experiencing a reaction 


This department of the JOURNAL presents editorial comments on 
current items pertaining to the science, art, and practice of medicine, 
contributed by members of the Texas Medical Association and scien- 
tists closely associated with the medical profession of Texas. Invitation 
is hereby extended to any member of the Texas Medical Association 
to submit such discussions for this department. The discussions should 
not be more than 500 words in length. 












580 


or other diabetic emergency, he might endanger 
the lives of others as well as his own. 

The Committee on Employment of the 
American Diabetes Association has suggested 
the following standards and procedures for per- 
sons with diabetes seeking employment and for 
employers planning to hire diabetics: 


“1. A diabetic seeking employment should 
be required to present a note from his physi- 
cian or clinic to the plant physician or the per- 
sonnel manager, stating that he is a controlled 
diabetic and is examined at regular intervals. 


“2. Diabetics are capable of performing any 
type of work for which they are physically, 
mentally and educationally equipped. Those 
diabetics who are taking large doses of insulin 
should not, however, be assigned work in which 
hypoglycemic attacks might result in injury to 
themselves and others. 


“3. An effort should be made to see that 
diabetics work the same hours on a steady shift; 
or, if they must work on a rotating schedule 
that they avoid the ‘grave-yard’ shift from mid- 
night to 8 a. m. This is the only concession 
in terms of hours that a well-controlled diabetic 
should ask. 


“4, Wherever diabetics are employed, it is 
often wise to inform certain key people in labor 
and management organizations, as well as the 
plant physician and personnel managers, as to 
the nature of diabetes and the possibility of 
coma or insulin reactions. (This is not always 
a necessary procedure, since in some instances 
it may create prejudice against the diabetics. 
The decision as to the advisability of indoctri- 
nating key plant personnel on the problem 
should usually be left to the plant physician, 
or in the absence of such a physician, the per- 
sonnel manager. ) 

“5. Diabetics should carry cards or tags iden- 
tifying their condition at all times, particularly 
when on the job. 


“6. The plant physician can save time for 








the company and also help the employee by 
performing blood sugar and urine examina- 
tions, whenever the patient’s usual laboratory 
facilities are available only during working 
hours. Ordinarily, of course, this should be 
done only after consultation with the family 
physician. 

“7. A complete physical examination of each 
diabetic should be made regularly, at least once 
a year. 

“8. A plant physician is within his rights if 
he re-assigns a diabetic employee to other work 
whenever the arising of new complications cre- 
ates new risks for himself or for other em- 
ployees. 


“9. The diabetic requiring insulin should be 
considered controlled if the fasting blood sugar 
is not below normal limits and not above 150 
mg. per 100 cc. by the Folin Wu method and 
the blood sugar three hours after a meal is not 
higher than 250 mg. per 100 cc. by the Folin 
Wu method and if the patient is under regular 
medical supervision. Although these or more 
nearly normal blood sugar levels are desirable, 
greater hyperglycemia alone, if not extreme or 
habitual, need not be considered a disqualifi- 
cation for employment in those cases where 
the patient’s personal physician and the indus- 
trial physician both feel that other limits should 
be observed.” 


There is no denying that occasionally real 
problems are associated with employment of 
diabetic patients, but they no longer have the 
importance they once had, and in these days 
they should not stand in the way of a more 
liberal attitude on the part of management to- 
ward such employment. 
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Modified from a presentation for a postgraduate course in diabetes 
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"T HroucHout the past hundred 
years medicine has been making great strides in the 
therapy of diseases which have stricken principally 
the young and the productive portions of our popula- 
tion. As the result of these tremendous scientific and 
humanitarian contributions the expected span of life 
has been greatly lengthened. Between the years of 
1870 and 1950 the number of older persons living 
in the United States increased from about 1,000,000 
to more than 12,000,000. Not all of this increment 
can be accounted for simply by the over-all increase 
in population in this country since during this same 
period the ratio of persons past 60 years of age to 
the entire productive group has increased by more 
than 140 per cent.§ By helping to provide many of 
the therapeutic advancements which have prolonged 
life, medicine has aided in the creation of a new 
problem—that of geriatrics. 


Unfortunately, despite our current emphasis on 
medical research, relatively little money and interest 
have been devoted to the specialized problems of the 
aged and, in fact, to the more basic problem of how 
and why people grow old and nonproductive in the 
first place. It is of interest to note that the first edi- 
tion of a well known text on geriatrics appeared only 
sixteen years ago. The Gerontological Society was 
founded as recently as 1945 and its Journal in 1946. 
Our understanding of many of these problems has 
been delayed by the meager interest of medical re- 
search in the study of senescence. Now that the aged 
seem here to stay it is high time that we learn some- 
thing of the physiology of the senile state in order to 
cope adequately with its many problems. 


In the recent literature many data concerning phys- 
iologic aspects of aging have been accumulated, but 
unfortunately much of this information has been ob- 
tained in the study of laboratory animals and can be 
applied to the human being only by analogy. There 
still remains a paucity of large scale studies on the 
problems of human aging. It becomes necessary then 
to offer an apology for what is to follow, for the an- 
swers to many of even the commonest problems of 
senescence are simply not forthcoming at this time. 





Read as part of a symposium on geriatrics for Section A (Medical), 
Texas Medical Association, Annual Session, San Antonio, May 4, 1954. 

* Associate Professor of Internal Medicine, Baylor University Col- 
lege of Medicine. 
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SOME PHYSIOLOGIC MECHANISMS OF AGING 


ROBERT A. HETTIG,* 


M. D., Houston, Texas 


FACTORS IN AGING 


One of the basic problems in studying the effects 
of age has been to separate the factors which are due 
to prolonged life alone from those which may be 
the result of stresses, illnesses, and traumas. On the 
other hand practical studies of human aging must take 
into account that both hereditary and environmental 
factors are to be included in the composite state which 
is clinically recognized as senility. Anton Carlson? has 
said: “The debate on heredity vs. the strain and the 
accidents of living as the cause or causes of aging is 
from now on a waste of time and paper. It is not an 
either/or. Evidence now at hand shows conclusively 
that both play a role in the aging process of man and 
animals.” 


At the outset let it be said that to define aging with 
any exactness is difficult. Because of its simplicity 
the definition of Lansing® is as satisfactory as any: 
A process of unfavorable progressive change, usually 
correlated with the passage of time, becoming ap- 
parent after maturity and terminating in death. Dock* 
has defined aging as “the sum of the losses of func- 
tion and structure and of the callosities, scars, and 
nodular hyperplasias due to ‘wear and tear’ and in- 
volution. “Wear and tear’ includes trauma, infection, 
overstimulation by emotional, dietary, or other abuses, 
dietary inadequacies, exposure to inclement weather, 
exhausting activity, and so on.” These definitions may 
seem rather vague, but in the present state of our 
ignorance one cannot hope to be more explicit. 


Despite these difficulties in separating aging from 
disease processes there remains a group of progressive 
changes which have not as yet been shown to be due 
to specific diseases. The most important of these fol- 
lows: 1+? 


1. Gradual retardation of cell division, cell growth, and 
tissue repair. 

2. Gradual retardation in the rate of oxidation of tissues 
(lowering of the basal metabolic rate). 

3. Cellular atrophy, degeneration, and fatty infiltration. 

4. Increased cell pigmentation. 

5. Gradual decrease in tissue elasticity and degenerative 
changes in elastic tissue. 

6. Progressive degeneration and atrophy of the aervous 
system, including impaired vision, hearing, attention, mem- 
ory, and mental endurance. 

7. Gradual impairment of the factors which in the nor- 
mal person in his earlier years maintain a fairly constant 
internal environment for the cells and tissues (homeostasis) . 
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DEGENERATIVE CHANGES 


It may be said that the process of aging begins in 
utero, for during this stage of development the embry- 
onic ovary commences a lifelong involutional pattern 
in the gradual reduction of the number of ova. This 
involution continues throughout childhood and is ac- 
celerated just before the onset of puberty. Another 
example of intrauterine aging is the placenta, which 
at birth demonstrates evidence of a process of deteri- 
oration which may be termed senescent. Its vessel 
walls have lost much of their elasticity, and there are 
patches of necrosis and fibrosis scattered throughout. 

Immediately after birth involution of the ductus 
arteriosus and of the umbilical vessels is observed— 
a process not dissimilar to that of aging. 

Between birth and puberty relatively little regres- 
sive activity is encountered in the healthy child, but 
with the advent of adolescence the thymus gland com- 
mences its involution so that by the age of 30 years, 
extensive atrophic and degenerative changes are ob- 
served.!? These include disappearance of the lym- 
phoid tissue, calcification of Hassell’s bodies, striking 
thickening of the arteries, and interstitial fibrosis. 

These youthful involutions, although evidence of 
aging, are not deleterious to the functioning of the 
organism as a whole but act rather as landmarks in 
growth and development. Contrariwise, the alterations 
which occur after maturity are of importance in gaug- 
ing the physiologic age of the human machine, the 
presence of these aging phenomena indicating de- 
creased efficiency or decreased functional reserve. 

One of the commonest involutionary patterns rec- 
ognized in the fifth decade of life is the menopause. 
This termination of the reproductive life of the hu- 
man female may ‘be altered in its timing by disease, 
but it cannot be prevented merely by the presence 
of good health. Its regular occurrence at a fairly con- 
sistent age in most women bespeaks of some type of 
unknown physiologic “time clock” of inherited na- 
ture. At this time of life the ovary loses its ability to 
respond to the follicle stimulating hormone of the 
anterior pituitary gland, and no further ovarian fol- 
licles are formed. Consequently no ovarian estrogenic 
and corpus luteum hormones are secreted. Senile atro- 
phy of the uterus and thinning of the vaginal mucosa 
soon follow the withdrawal of the ovarian hormones. 
Why the ovary loses its ability to respond to pituitary 
stimulation is the great mystery, the answer to which 
would help solve many of the problems of sexual 
aging in the human female. 

Of paramount importance to the welfare of the 
human animal is the aging of the cardiovascular sys- 
tem. Deterioration of the vital structures of this sys- 
tem not only threatens man’s life and limits his joie 





de vivre but also endangers his economic value. It is 
of interest to reflect that cardiovascular-renal disease 
is responsible for 25 per cent of all deaths in the 
fifth decade, 40 per cent in the sixth decade, and 52 
per cent in the seventh decade.® Yet in all probability 
the incidence of cardiac disease within any age group 
is not on the rise; the apparent increase is a matter 
of greater longevity. Man now has a far greater 
chance to live long enough for this type of vascular 
degenerative disease to catch up with him. 

The aged heart demonstrates an atrophy of the 
muscle fibers, accumulation of brown pigment at the 
nuclear poles of the muscle cells, disappearance of 
perinuclear striations within the cells, and minimal 
interstitial fibrosis unless coronary disease is present. 
Functionally, senile heart muscle shows a diminished 
ability to consume oxygen and to recover during 
diastole. The muscle may become irritable and ar- 
rhythmias develop. The senile heart despite the abio- 
trophic atrophy of the muscle is not a small heart. 
Because of the loss of myocardial efficiency the fibers 
may become elongated so that clinically and roentgen- 
ographically it may appear definitely enlarged, and 
anatomically it is found to be dilated. There is as 
yet a paucity of data on the physiology of the nor- 
mal aging heart, one reason being that the high in- 
cidence of heart disease in the older population makes 
it difficult to ascertain beyond doubt that the cardiac 
status of an elderly experimental subject is suitable 
for research purposes. Obviously the final determinant 
of life is the myocardium, but it is not altogether cer- 
tain that the myocardium ceases to function on the 
basis of old age alone. Some toxic or pathologic proc- 
ess seems to end the cardiac stroke in practically 
every person. 

Turning to the vascular side of the picture, the 
tremendous emotional impact which sudden death due 
to coronary occlusion and to cerebrovascular accidents 
has had on our civilization has created an intense 
interest in the study of arteriosclerosis. It is utterly 
impossible to review this extensive literature in the 
limited time at hand. It should be pointed out that 
it is not definitely established that arteriosclerosis is 
an essential part of the aging process, but it is so 
commonly encountered in geriatric practice that its 
presence or absence must be assessed in each aged 
patient. 

Heredity may play a role in the development of 
arteriosclerosis. It has been cited that among Chinese 
people in their native environment coronary occlusion 
is relatively infrequent and that this finding is due to 
a racial inheritance. However, in American-born 
Chinese coronary heart disease occurs with a much 
greater frequency, suggesting that factors other than 
heredity determine its incidence. 


Anatomic variations of arteries, such as the redun- 


TEXAS State Journal of Medicine 











PHYSIOLOGY OF AGING—Hettig—continued 


dancy of the intima of the coronary vessels of males, 
described by Dock,? may be important in the produc- 
tion of a higher incidence of coronary disease in the 
male sex. 

Biochemical changes of vessel walls are being in- 
vestigated in relation to the development of arterio- 
sclerosis. Lansing and his group'' have found that 
with aging there is an increased content of aspartic 
and glutamic acids in arterial elastic tissue and that, 
because of the free carboxy groups of these acids, an 
affinity of the elastic tissue for calcium may develop. 
This diffuse calcium deposition in the wall together 
with alterations of the elastic fibers may pave the way 
for the deposition of lipid materials.'? The many 
studies of lipids with reference to arteriosclerosis are 
far too numerous to outline in this paper, but men- 
tion should be made of the investigations of Steiner, 
Kendall, and Bevans'* in producing vascular lesions 
in dogs by means of high lipid diets and antithyroid 
drugs as well as the research of Gofman,®:* who has 
made extensive studies of lipoproteins in serums by 
means of ultracentrifugation. From the immense 
amount of research currently being conducted in this 
field it is hoped that the first truly significant steps 
will be taken in the conquest of arteriosclerosis. 

Arteriosclerosis and its consequent circulatory dis- 
turbances play an important, if not dominant, role in 
the senescent changes of several viscera. The diminu- 
tion of glomerular filtration, of effective renal plasma 
flow, and of excretory and resorptive tubular capaci- 
ties as measured in the senile kidney are due prin- 
cipally to changes in the renal parenchyma secondary 
to sclerotic vascular lesions. Arteriosclerotic changes 
are observed also in the arteries of the aging thyroid 
gland, thymus gland, and spleen. 

The senile brain likewise often demonstrates de- 
generative lesions resulting from arteriosclerosis of the 
cerebral vessels. However, alteration of nerve ele- 
ments may occur independently of vascular degenera- 
tion. There are well authenticated cases of senile de- 
mentia in the absence of any striking abnormalities 
of intracranial circulation. Atrophy of the ganglion 
cells of the cerebrum, reduction of the number of 
cortical cells, changes in the glia and intercellular 
matrix, hypertrophied astrocytes, and increased pig- 
ment content of nerve cells are characteristic of the 
structural alterations of the aged brain. Functionally, 
loss of adeptness at skilled movements, poor coordina- 
tion, and resistance to passive movements are noted 
at the motor level while progressive retardation of the 
ability to learn, inability to form new interests, and 
nominal aphasia gradually develop at the cortical Jevel 
—all of these changes terminating in the full blown 
senile psychosis. In most of these far advanced cases 
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both atrophy and vascular changes are responsible for 
the diminished function of the brain. 


In the geriatric changes of the lung on the other 
hand we must consider muscle and elastic tissue de- 
generation once more. In this organ a myelo-elastic- 
fibrous stroma forms the interstitial architecture. Dur- 
ing inspiration this stromal tissue elongates and de- 
velops kinetic energy which permits the lung to col- 
lapse during expiration. The action is similar to that 
of a rubber band which alternately stretches and 
shrinks back to its original dimension. In senility 
disruption of the elastic fibers, increasing fibrosis of 
the interstitial tissue, and rupture of alveolar walls 
result in a poor bellows action with the result that 
the chest tends to remain in an inflated position. 

In the skin disruption of the elastic fibers of the 
dermis together with a loss of subcutaneous fat pro- 
duces the many wrinkles associated with aging. There 
is also an associated atrophy of the epidermis with 
focal areas of increased pigmentation, graying or Joss 
of hair, and possibly atrophy of the sweat and sebace- 
ous glands. 


Another example of the mechanism of atrophy is 
senile osteoporosis. This clinical entity, which usually 
makes itself evident by severe and at times incapaci- 
tating low back pain, is really a soft tissue defect 
brought about by a failure of bone matrix formation 
due to a lack of osteoblastic activity. Bone resorption 
proceeds at a normal rate, but the matrix into which 
calcium is to be deposited fails to form. Hence the 
bones become thin, radiolucent, and susceptible to 
pressure deformities and fractures. 

As we have seen, the foregoing physiologic mecha- 
nisms of atrophy, vascular change, elastic tissue de- 
generation, and increased cell pigmentation may inter- 
act in many organ systems to produce the changes 
which are termed “old age.” It should be pointed out 
that not all of the organs age and wear out at the 
same rate. In one person striking arteriosclerosis of 
the kidneys is discovered, whereas in another person 
excellent renal function is preserved but a deplorable 
loss of pulmonary function is the limiting factor of 
aging. The basic reasons for this “hit and miss” proc- 
ess of aging can only be surmised, and definite an- 
swers are not available from compiled data at this 
time. One is led to query again how much of senility 
is due to aging per se and how much is the result of 
stresses, illnesses, and traumas. 

Equally mysterious is the ability of certain organ 
systems to function as efficiently in old age as in 
youth. Except for minor alterations the gastrointes- 
tinal tract of the aged never seems to cause death 
simply by wearing out, and despite its ability to pro- 
duce several millions of cells daily throughout life, 
the hematopoietic system rarely fails to function 
simply because it is old. 
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THEORIES OF AGING 


So far we have been dealing with certain basic 
physiologic and histologic alterations which occur in 
aging, but we have not dealt with the question of 
prime importance: What sets off the process of aging 
in the first place? This question has been asked ever 
since the world was young. Expeditions have crossed 
oceans in quest of magic potions which would pro- 
vide eternal youth. Alchemists concocted noxious mix- 
tures guaranteed to ward off senility. Yet even today 
with all of our scientific acumen we are no closer 
to the solution of the problem than were our more 
primitive forebears. 

In recent years several attractive theories of aging 
have been promoted, but none of them have been 
proved correct. One hears the oft repeated phrase that 
man “is as old as his arteries.” Certainly arterioscler- 
osis with its attendant vascular insufficiencies is a 
common factor of aging, but what of the senile per- 
son who demonstrates but little sclerosis? He is no 
blooming rose. The correlation between age and vas- 
cular status is highly imperfect. Hence we must look 
elsewhere. 

Another attractive hypothesis is that old age is a 
gradual failure of the endocrine glands. This theory 
gained impetus from the fact that the ovarian failure 
of the human female at the menopause precedes 
senescence by but a few years. However, if ovaries are 
surgically removed in youth, there is little evidence of 
premature aging and no shortening of the life span. 
Myxedema and senility are often compared because of 
a superficial resemblance of the skin, hair, and mus- 
culature, but the administration of thyroid hormone 
to the aged person produces no rejuvenation. Like- 
wise the administration of pituitary extracts and 
adrenal hormones has failed to turn back the inroad 
of time. Even the popular craze of sex hormone in- 
jections of recent years has not prevented anyone 
from becoming old. It is obvious that no single en- 
docrine gland is responsible for the multitudinous 
changes of senility, and unless these glands interact in 
some unknown manner it seems unlikely that senes- 
cence ever will be considered an endocrinopathy. 


PROCTOLOGY AWARD 


The International Academy of Proctology has announced 
its annual cash prize and certificate of merit award contest 
for 1954-1955. An award of $100 and a certificate of merit 
will be given the author of the best unpublished contribu- 
tion on proctology or allied subjects. The contest is open to 
all physicians whether or not they are affiliated with the 
International Academy of Proctology. 

Entries should not be more than 5,000 words, and five 
copies should be submitted no later than February 1 to the 
academy, 43-55 Kissena Boulevard, Flushing, N. Y. 


CONCLUSION 


This sketchy presentation has not been intended to 
try to explain the aging process of man. It is hoped 
that it has called attention to some of the mechanisms 
involved and to some of the fragmentary data in the 
medical literature. Our state of knowledge is much as 
if we had a few pieces fitted together in an immense 
jigsaw puzzle. These bits fall in place, but we cannot 
visualize the entire picture as yet. This is not surpris- 
ing when it is considered that despite the tremendous 
energy which has been poured into the research of 
growth and development of the young, we still have 
no clear concept of that process in toto. Aging should 
be considered as the logical sequence of growth and 
development, and through correlating research studies 
of both ends of this problem a far greater under- 
standing of the essential nature of life and of living 
is bound to result. 
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World Health Assembly 

At the close of its three-week session in May in Geneva, 
delegates to the seventh World Health Assembly returned 
to the more than seventy countries represented. Included 
on the program were the presentation of international health 
prizes to three scientists, one of whom was G. R. Coatney, 
Ph. D., Bethesda, Md.; technical discussions on public health 
problems in rural areas; and the decision to meet in Mexico 


in the spring of 1955. Dr. Joseph Togba, Liberia, served as 
president. 
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Tue care of elderly people calls for 
a particularly fine degree of skill and understanding 
on the part of the physician in general practice. Al- 
fred Noyes® has pointed out that in the year 1900 
one person in 25 was more than 65 years of age, 
and in 1950 one person in 13 was more than 65 
years of age. This increase in the percentage of elder- 
ly people living among all the complexities of mod- 
ern civilization results in changing medical, economic, 
and public health problems. The patient himself finds 
increasing stress in adapting himself to the civiliza- 
tion in which he lives. 


Helping the elderly person to adjust his way of 
life to his changing capacities and to external de- 
mands depends upon two principal factors: (1) the 
possibility of reduction of stress in the demands of 
his everyday life and (2) the ability of the patient, 
figuratively speaking, to walk the tight rope of adap- 
tation to those demands. The psychiatric status and 
the emotional stability of the patient are integral 
parts of the total picture of his health, his happiness, 
and his adjustment. Just as his digestion, his circula- 
tory efficiency, and his resistance to infection will 
change with advancing age and will be affected by 
daily habits, so will his intellectual and emotional 
capacities and adaptability be dependent upon his 
age, his habit pattern of reaction, his general health, 
and the environmental stresses. The psychiatric prob- 
lems of the aging person frequently equal or exceed 
his physical and economic difficulties. 


In the familiar picture of the normal process of 
aging we see a decline in energy, drive, enthusiasm, 
and physical and mental endurance. The novelty of 
life, of new enterprises and new things to learn, and 
of people as such has worn thin. It becomes more 
difficult for the old man to learn new techniques or 
to change the habits of a lifetime. He recognizes his 
reduced efficiency and his inability to compete with 
new blood. He becomes irritable, partly because of 
organic cerebral changes and partly because of his 
recognition of his increasing limitations. Add to this 
the physical discomfort of his rheumatism, the pain 
that he gets every time he eats a pork chop, the in- 
convenience of that unsteadiness on his feet, and the 
increasing difficulty in hearing over the telephone 
and reading the fine print even with his best glasses 
—all these make things worse. Then, in addition, he 
forgets what it was he wanted at the store, and can’t 
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remember where he parked his car, and things have 
come to a sorry state. 

Usually aging is a gradual process, and the intel- 
lectual and emotional effects of aging in the ma- 
jority of instances develop gradually, as just outlined. 
The line of distinction between the normal usual 
changes of advancing age and the pathologic mani- 
festations may be vague. In some patients rapidly 
developing organic psychoses, sudden vascular acci- 
dents, and abrupt depressive reactions occur. Most 
personality disorders or disruption may be visualized 
as falling into one of four general categories, namely, 
(1) senile or arteriosclerotic mental deterioration, 
(2) depressive reactions, (3) paranoid reactions, 
and (4) a simple, gradual aging process with irrita- 
bility, impatience, forgetfulness, defects of judgment 
and concentration, and declining drive and vigor. 


MENTAL DETERIORATION 


In the first category, that of organic deterioration 
(table 1), there are the classical signs of severe mem- 
ory and concentration failure, disorientation, confu- 
sion, restlessness, carelessness in dress and in cleanli- 


TABLE 1.—Management of Patients with Organic Deterioration. 
Home care for mild cases 

Protection and custody. 

Simple tasks. 

Food, vitamins, and hygiene. 

Exercise, rest, and recreation. 

Treatment of organic disease. 

Mild sedation. 
Hospitalization if disturbed, noisy, combative. 








ness and toilet habits, and pronounced defects in 
judgment. Such persons are likely to wander away 
from home and become lost. The defects of concen- 
tration and attention and defects of sight and hear- 
ing increase the hazards in traffic. Patients may think 
they are in another town or may relive childhood 
days, thinking they are in the old home. They collect 
innumerable little odds and ends of worthless things, 
conceal such things as food or clothing or money in 
unsuspected places, and forget about hiding them, or 
if they do remember having had the articles, accuse 
others of stealing them when they are unable to re- 
member the hiding places. Oftentimes they sleep 
poorly and may be up and puttering around the house 
at all hours of the night. They have trouble keeping 
warm and occasionally just sit down and build a fire 
on the floor in the middle Of the living room. Some 
may have the additional misfortune of having gross 
vascular accidents, with resulting paresis, paralysis, 
or aphasia. 
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The patient who shows mild organic deterioration 
may be handled in the home in most cases, provided 
the relatives are intelligent, willing, and able. It 
means a considerable responsibility, since these old 
people must be protected against injury or against 
becoming lost in their wanderings. Simple tasks un- 
der supervision may be possible, and home care of 
the quiet and pleasant-mannered little old lady or 
man with moderate deterioration may be entirely 
feasible. It may mean simply keeping Grandma or 
Grandpa in sight most of the time; giving her a 
dishtowel to hem or giving him a hoe or a trowel to 
putter around with outside; preparing adequate meals 
with supplementary vitamins; encouraging normal 
elimination, reasonable exercise, and rest; and seeing 
that the bedroom door is locked from the outside at 
night. If organic disease of any type is present, ade- 
quate treatment is essential, since older people are 
particularly susceptible to toxemias and infections. 
Many senile and arteriosclerotic patients improve on 
a high nicotinic acid intake, up to 900 mg. per day 
orally and 100 mg. parenterally as suggested by Greg- 
ory.* Other workers’ have reported excellent results 
from the use of chlorpromazine for control of the 
restlessness and irritability in these patients. My ex- 
perience with this drug is encouraging, but it is too 
early to draw definite conclusions at present. 


The disturbed, noisy, soiling, and combative de- 
teriorated patient usually must be hospitalized in a 
psychiatric hospital or adequately equipped and well 
operated convalescent home. Some of these patients 
make surprising improvement under competent su- 
pervision and treatment. They respond better to asso- 
ciation with groups of patients under as little indi- 
vidual restraint and restriction as possible. Clow! 
reported that in his series no patients with senile 
psychoses recovered, but 20 per cent of those with 
arteriosclerotic psychosis showed substantial improve- 
ment. Ginzberg’s* experience demonstrated that even 
intellectually deteriorated elderly psychotic patients 
responded well to respect, consideration, and group 
therapy under hospital conditions. An attitude of 
kindliness, patience, and an absolute minimum of 
restraint frequently gives surprisingly good results. 


DEPRESSIVE REACTIONS 


Depressive reactions (table 2) occur rather fre- 
quently in advanced age. They may represent recur- 
rent depressions of the manic-depressive type, late 
involutional depressions, psychotic depressions, or 
psychoneurotic reactive depressions. The symptoms 
are easily recognized. Depression may be manifested 
by simple restlessness and agitation, or by a more 
obvious and agonizing sense of despondency, blue- 






ness, hopelessness, and self-blame. There may be pre- 
occupation with organ functions or with real or 
fancied organic disease. Insomnia usually is trouble- 
some, the appetite usually is impaired, and the patient 
usually loses weight and may become incapable of 
decision or action. Where depression is present, sui- 
cide is a real danger. Many times the relatives, and 
occasionally the physician, will be misled by the pa- 
tient’s apparent “cheering up” as a result of reassur- 
ance and pep talks by family, friends, and doctor. 
The suicidal risk should be remembered constantly 
and precautions taken wherever this risk is apparent. 
In addition to reducing opportunities for self-injury 
by removing all weapons, poisons, and even potent 
drugs, the best single factor in minimizing suicidal 
risk is the constant presence of a member of the 
family or an attendant. Rarely will a person attempt 


TABLE 2.—Management of Depressed Patients. 


Conservative program. 
Precautions against suicide. 
Dextro-amphetamine and mild sedatives. 
Adequate diet and vitamins. 
Neutral tub baths. 

Intensified program. 
Home management as in conservative program. 
Standard electric convulsive therapy as out-patient procedure. 
Hospitalization as alternative. 





to take his own life in the presence of another per- 
son. These precautions, however, must be only sup- 
plementary to adequate treatment. 


In the very mild depressions of short duration dex- 
tro-amphetamine may be given in several divided 
doses, from breakfast time until about midafternoon. 
The addition of a small dose of an intermediate act- 
ing sedative (I prefer Amytal, Butisol, Mebaral, 
chloral hydrate, or Dormison) may be used both 
day and night. Large doses of sedatives or the use 
of those having strong cumulative tendencies such 
as bromides are contraindicated. Adequate diet, with 
additional snacks one and one-half hours after each 
meal are helpful. In the absence of physical contra- 
indications, neutral tub baths taken by the patient 
in his own bathtub at home are useful. The tech- 
nique of taking such baths is for the patient to stay 
in the tub twenty to forty minutes at a time with 
the water at a constant temperature of 98 F. running 
continuously into the tub and out the overflow drain. 
Careful precautions against exposure to drafts or 
chilling are necessary. The neutral tub baths may be 
repeated as often as neces-ary, day or night. Tonic 
insulin in doses of 10 units (regular) half an hour 
before the morning and noon meals may be helpful. 
High vitamin intake, using multiple vitamin prepara- 
tions by mouth, with additional vitamin B complex 
factors, amounting to about four times the minimal 


daily requirements of the B complex factors, are 
helpful. 
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Any depressed patient who does not respond 
promptly to such conservative management should 
be given the advantage of electric convulsive therapy, 
unless definite contraindications exist. Patients who 
can be cared for at home, with adequate precautions 
against the suicidal risk, are treated by preference as 
out-patients for the course of electrical treatments. 
I prefer to have the patient continue living at home, 
but come into the treatment room usually three times 
a week. At the time of treatment intravenous seda- 
tives are given, followed immediately by succinyl 
choline chloride (Anectine) intravenously to prevent 
vigorous muscular contraction; then the electrical 
treatment is administered. The patient remains in the 
treatment room for the recovery period of approxi- 
mately one hour, then returns to his home and to rel- 
atively unrestricted activities until time for the next 
treatment. Satisfactory recovery from the depressive 
symptoms after a series of such treatments occurs in 
the majority of patients, with a minimal disturbance 
of the home living situation and the family routine. 

Recognition by the physician of a depressive re- 
action, his taking stock of its intensity and estimating 
the hazards promptly, treating conservatively as out- 
lined if suitable, and instituting electrical convulsive 
therapy promptly if and when indicated are the im- 
portant considerations. 


PARANOID REACTIONS 


In the severe paranoid reactions (table 3) delu- 
sions of persecution are prominent. These delusions 
often are bizarre and fantastic and are associated with 
irritability. Hallucinations of hearing are frequent in 
these reactions. In people showing this type of re- 
action unjustified hostility, bitterness, and suspicious- 


TABLE 





3.—Management of Patients with Paranoid Reactions. 
Conservative management for milder cases at home as in mild deteri- 
oration. Electric convulsive treatment indicated in selected patients. 


Hospitalization for custody, protection, and treatment in more severe 
cases. 


ness may be intense. Denunciation of the fancied 
enemies, legal action, or even physical attack may 
occur. Patients with mild paranoid trends may be 
managed in the home, just as the patient with mild 
deterioration is managed, except for more careful 
avoidance of restraint and irritation if possible. If 
strong emotional reactions and intense bitterness and 
hostility occur, hospitalization is necessary. 

Electric convulsive therapy may be given in se- 
lected cases on an out-patient or in-patient treatment 
basis. Such therapy tends to reduce the tension and 
make adjustment to living conditions in the home or 
hospital somewhat easier. The paranoid trends usual- 
ly are persistent, however, and usually they do not 
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subside under electric convulsive therapy as rapidly 
or as satisfactorily as do depressive trends. The prog- 
nosis in patients with pronounced paranoid trends is 
distinctly guarded. 


SIMPLE CHANGES OF AGING 


In the simple changes of advancing age (table 4), 
even with mild degrees of organic deterioration, the 
situation is ideal for management by the family doc- 
tor. These patients may show a simple, mild to mod- 
erate memory failure and recognize their difficulty 
in concentrating on tasks requiring mental effort 
particularly. Usually there is a restlessness, a ten- 


TABLE 4.—Management of Patients with Simple Usual 
Changes of Aging. 


Adequate diet; added snacks if desired. 

Long rest at night and nap at midday. 

Daily light exercise. 

Hygiene and elimination. 

Treatment of any organic disease. 

Program of mental hygiene. 

Regular duties and work. Productive work where possible in 
a field in which patient has had experience and skill. 

Affection, friendliness, and appreciation at home. 

Identification with a group. 

Sense of independence and self-sufficiency. 

Recreation. 





dency to be up and about and rambling through the 
house at night, searching through drawers and cabi- 
nets, often without being able to say what is sought. 
There is impatience, querulousness, and sometimes 
defect of orientation. 

Effective techniques of management of such pa- 
tients in the home usually are possible under the 
direction of the family physician. General hygienic 
principles apply as in the case of any other person 
of advancing years. It is important to recognize that 
an older person is more susceptible than a younger 
one to dietary deficiency, fatigue, and either endogen- 
ous or exogenous toxemias. It is especially important 
to recognize that mental aberrations and emotional 
reactions, as well as exaggerations of the less desira- 
ble personality traits of the aged patient, are precipi- 
tated more readily by such factors as malnutrition, 
exhaustion, toxemia, or physical disease. 

From the practical standpoint this means that the 
diet should be adequate in caloric intake, easily di- 
gestible, and well balanced. The total caloric intake 
should be between 2,200 and 4,000 calories depend- 
ent upon the degree of physical activity. Kountz‘ 
recommended a daily protein intake of 1.2 Gm. per 
kilogram of body weight, with fat intake up to 80 
Gm. and relatively little sugar. High calcium and 
phosphorous intake with multiple vitamins and added 
trace minerals are important. It is well to plan a 
light to moderate meal at each regular mealtime, and 
to allow a light snack between meals and at bedtime 
if this is tolerated by the patient. Adequate time for 
sleep at night is important, and certainly an early 
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afternoon rest period of one to two hours, during 
which the patient rests lying down, sleeping if possi- 
ble, should be a regular routine. In the absence of 
physical contraindications, daily light exercise, out- 
doors ‘when possible, should be prescribed. Bowel 
elimination, preferably with the aid of methyl cellu- 
lose or other bulk-forming preparations, and ade- 
quate fresh or dried fruit intake is important. 


From the standpoint of mental hygiene, it is essen- 
tial to recognize that the aging person is subject to 
increasing emotional stress and trauma with the 
change in his daily habits. He finds it necessary to 
slow down and reduce the total of his activities be- 
cause of decrease in energy, endurance, and drive. 
Further conflict emanates from his feeling of being 
“on the shelf” in comparison with his previous activ- 
ities. Instead of his former position of being domi- 
nant to some degree in his household, his work, and 
his neighborhood, he finds now that failing strength 
and judgment prevent his taking a dominant posi- 
tion, or competing with other younger and more 
vigorous associates for positions of attention and re- 
spect and authority. It is a discouraging realization 
when it dawns on him that he is less essential to his 
own family and is approaching the stage of being 
excess baggage so far as their lives are concerned. 
To top it off, if his intellect is well preserved and 
his insight is sound, he realizes fully the futility of 
attempting to reverse the process, to regain youth 
and vigor, and to recapture the enthusiasm and moti- 
vation for long-term future plans. 


To counterbalance these stresses, the elderly pa- 
tient should be so situated that his emotional needs 


will be supplied adequately with the following basic 
requirements: 


1. He should have a regular working schedule. 
Preferably the work should be productive and within 
the limits of his capacity, and similar to his former 
occupation if he is retired. If he can keep a regular 
job, even working only an hour or two a day, with 
only light pressure of responsibility, he will be hap- 
pier. If be is unable to work for pay, or incapable 
of doing work related to his regular job, the nearest 
possible approach to this should be arranged. Regu- 
lar duty, keeping him in contact with some produc- 
tive activity program, is important, even if it is only 
answering the telephone and taking messages, or 
soliciting orders by telephone, or greeting customers. 
He should receive some pay for his efforts. If it is 
impossible for him to dé any work for pay, either 
because of complete inability to get such work or 
because of his own incompetence to perform even 
simple jobs, improvised work around the home with- 
in the limits of his capacity is important. Any one 


of dozens of little chores about the household (sweep- 
ing the kitchen, making the beds, putting out the 
garbage, dusting the window sills) or the business 
or the farm are helpful. If possible, such work should 
be planned a day or two ahead, giving it an aura of 
importance, and giving the individual patient the 
savor of planning ahead and impressing him with 
the fact that other people count on his help. 


2. Another basic requirement is an openly and 
frequently expressed friendliness and affection on 
the part of others in the home environment. The 
elderly person feels deeply any lack of attention, love, 
and appreciation, and he is more keenly aware of 
such lacks because of his inability to keep pace with 
activities of others. The divergence of interests be- 
tween himself and other younger people, his increas- 
ingly limited activities and contacts with other peo- 
ple, and deaths of increasing numbers of friends of 
his own age intensify his loneliness. Warmth, respect, 
and affection and attention are important in off- 
setting these stresses. 


3. Acceptance by and companionship with others 
in the neighborhood and in the community is of al- 
most equal importance. If possible, association with 
other people of his own general age range and in- 
terest level should be arranged and encouraged. He 
needs to have that highly important feeling of “be- 
longing” and of identifying himself with others in 
the form of formal organizations of some type, either 
in the working situation, community activities, or 
recreation. Church group work, veterans’ organiza- 
tions, hobby clubs, political activity, and charity solic- 
itation all help. If no formal organization is avail- 
able, the less formal basis of friendship and com- 
panionship outside the immediate home environment 
is helpful. 

4. He needs as much of a feeling of independence 
and self-sufficiency as possible. It is important not 
only to contribute to his own support, but to be in 
the position of helping other people in some way. 
If he is unable to help financially, his morale is 
lifted enormously by having the family ask advice, 
even on small things. Members of the family can 
make a point of listening attentively to his words 
of wisdom, whether or not they follow his advice. 
If they ask small favors of him, and ask him to'do 
things which he feels he can do better than others, 
either because of longer experience, skill, or special 
knowledge, he will feel much better. If he writes 
letters or attempts to conduct any business corres- 
pondence on his own responsibility, he should have 
his own letterheads and envelopes printed. The tonic 
effect of his independence, expressed in small ways 
of this sort, is enormous. 


5. He should have recreation regularly. The type 
should be of his own choosing, within the limits 
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of safety and reason, but friendly competition at an 
easy pace should be encouraged. Dominoes, horse- 
shoe pitching, shuffleboard, croquet, miniature golf, 
and cribbage are popular and cheap, and music, either 
instrumental or vocal, often stimulates interest. Square 
dancing, post-office, and dating may appeal to the 
more enduringly optimistic. Suffice it to say that 
some recreation, with some variation in its form, 


should be encouraged as a daily pleasure and re- 
laxation. 


SUMMARY AND CONCLUSIONS 


Helping the elderly person to a wholesome adap- 
tation to his everyday life requires skill, tact, and 
understanding on the part of the family and the phy- 
sician. The areas of help and guidance include the 
physical and the mental and emotional fields. Ab- 
normal psychologic reactions in many forms occur in 
the older age groups, the most frequently encoun- 
tered being the senile or arteriosclerotic deteriora- 
tions, the depressions, and the paranoid reactions. 
Techniques of management at home and techniques 
of out-patient treatment are available for the milder 
forms of these reactions. Hospitalization of the more 
severely ill patient is advisable. 


Management of the problems of the majority of 
elderly patients involves adjustment to the home situ- 
ation and flexibility and adaptability of family atti- 
tudes in the home. The basic requirements for such 
patients showing the usual changes of aging include 
the physical factors of proper diet, hygiene, rest, and 
treatment of any organic disease. The satisfaction of 
the emotional needs of such patients demands a pro- 
gram of regular work, an atmosphere of affection 
and acceptance in the home, an opportunity for iden- 
tification with a group and a community, the priv- 
ilege of being both independent and helpful to oth- 


ers, and the opportunity to have regular and whole- 
some recreation. 


we 


4 
OBSTETRICS AND GYNECOLOGY EXAMINATIONS 


Applications for certification by the American Board of 
Obstetrics and Gynecology for the 1955 Part I examinations 
are now being accepted by the secretary, Dr. Robert L. 
Faulkner, 2105 Adelbert Road, Cleveland 6. 

Candidates for admission to the examinations are required 
to submit with their application a typewritten list of all 
patients admitted to the hospitals in which they practice for 
the year preceding their application or the year prior to their 
request for reopening of their application, with the diag- 
nosis, pathologic diagnosis, nature of treatment, and end 
result. These applications must be received prior to October 
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211 Richmond Avenue. 


ABSTRACT OF DISCUSSION 


AUDIENCE MEMBER: Would Dr.. Cooper comment fur- 
ther about the choice of sedatives for the usual elderly pa- 
tient and give his opinion about the use of alcoholic drinks? 


Dr. Cooper, closing: Sedatives which may be used in- 
stead of barbiturates must be selected according to the needs 
of the individual patient. If the blood pressure is not too 
low, chloral hydrate is useful and rarely produces toxic 
symptoms. Dormison and Isoval are useful and relatively 
safe. Chlorpromazine may prove to be very satisfactory in 
that it tends to reduce tension and keep the patient on a 
more uniformly stable emotional level throughout the day 
and night without producing the confusion and disturbing 
drowsiness noted with many sedatives. My experience with 
chlorpromazine has been too short for me to feel justified 
in drawing definite conclusions just now. It must be used 
cautiously and the dosage individualized since it does “pro- 
duce a drop in blood pressure which might be dangerous 
in the elderly arteriosclerotic patient with low blood pres- 
sure, and it might be equally hazardous if given to the 
patient with severe hypertension since too great a drop in 
blood pressure in such patients might make vascular throm- 
bosis more likely. Chlorpromazine appears to have a 
synergistic effect when used with sedatives. 

I believe that the use of a limited amount of alcohol in 
the form of wine or distilled liquor is beneficial, provided 
the patient’s history indicates that he has never had any 
tendency to addiction or to the use of alcohol or any other 
drugs in excess periodically. I think that the use of one to 
three highballs in a day, or an equivalent amount of wine, 
helps in the relaxation and gives the patient a sense of well 
being which adds to the total picture of his comfort and 
health. The use of alcohol, of course, should never be al- 
lowed to interfere with food intake and should not be per- 
mitted if unfavorable gastrointestinal or other reactions 
occur. 








1, 1954. Under a change of requirements for the Part I 
examination, candidates must submit twenty case abstracts, 
five of which can be from their residency service. 








“Our danger at home is fixed and constant. Right at this 
moment, every major city in the United States is within 
reach of Russian bombers. We know that Russia has atomic 
bombs. We know that Rusisa has the facilities to wage 
biological warfare. We know that Russia is supplied with 
all of the modern war gasses. So long as those things are 
true—-and every one. of them is true—America’s Main Street 


must be on the alert day and night.”"—FCD Administrator 
Millard Caldwell. 
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Tue meaning of the word “aged” 
suggests various connotations, possibly depending 
upon a person’s own age or perhaps on the associa- 
tion he has had with older persons. Since the usual 
age of retirement in many industries and professions 
has been fixed at about 65 years, many persons think 
of the aged as being 65 years or older. This is not 
necessarily true, as some people age or deteriorate 
earlier than others. There is often a difference in the 
chronologic age and the age as determined by mental 
and physical capabilities. It is said, aging is a process 
that sets in during the late forties or early fifties. 

Because of the advance of medical science, there 
has been a rapid increase in the population of the 
aged. In 1953, the number of persons 65 years or 
older exceeded 13,400,000 or 8.4 per cent of the 
total population. This group is increasing at the rate 
of about 325,000 annually.’ In 1949, the life ex- 
pectancy at 65 years of age was 14.6 years for women 
and 12.4 years for men. At the age of 75 years, the 
life expectancy was 8.5 years for women and 7.5 
years for men, and there was a fifty-fifty chance of 
outliving the expectancy. Of the 50 per cent that 
survive past the expectancy, some may live for an 
indefinite period. It has been estimated that there 
are more than 4,000 persons in this country who are 
more than 100 years of age at this time. 


INCOME OF AGED 


The income of the aged may be from private re- 
sources, relatives, old age assistance, social security or 
old age and survivors insurance, or pensions from 
one source or another. Last year, of the 13,400,000 
persons 65 years or older, 4,100,000 were employed 
or were the wives of employed persons. About two- 
thirds were receiving payments under some public 
plan or earnings from employment.® 

A person is not eligible for old age assistance until 
he has reached 65 years of age, and the amount varies 
in different states. In Texas, one must be a citizen 
of the United States, and he must have lived in the 
state for five years or more including at least one 
year just prior to his making application for assist- 
ance. He cannot possess more than $300 besides his 


homestead. A resident of any state institution is not 
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eligible. The Constitution of Texas does not permit 
more than $20 to be paid to each recipient per 
month. The federal government pays $20 of the first 
$25, and anything over this amount up to the federal 
matching maximum of $55 is paid equally by both 
the state and federal governments. Thus the maxi- 
mum old age assistance a person may receive in Texas 
is $55, of which $20 is paid by the state and $35 
by the federal government. 

In July, 1953, the highest average old age assist- 
ance in any state was $79.19, which was in Con- 
necticut, and the lowest was $27.01 in Virginia* 
Texas was fortieth on the list, with an average pay- 
ment of only $38.47. The Texas Constitution also 
does not permit more than $35,000,000 for the three 
programs of old age assistance, aid to dependent chil- 
dren, and aid to dependent blind. There is a statu- 
tory limitation of $31,000,000 for old age assistance. 
Monthly payments often vary, as the number of re- 
cipients may increase or decrease from time to time. 

When one makes application to the State Welfare 
Department for old age assistance, a budget is worked 
out for him, allowing a certain amount for living 
quarters, food, medical expenses if ill, and so forth. 
If he has an income from social security or other 
sources, the department will supplement this to the 
extent of his budget, but not in excess of $55. For 
instance, if his budget is for $75 and his income is 
$35, his old age assistance payment will be $40 per 
month. There were 220,980 persons on the old age 
assistance roll in Texas as of September 1, 1953.4 
The amount one may receive from social security 
varies, but the maximum payment for a family is 
about $127 per month. There is a bill before Con- 
gress that, if passed, will increase this amount con- 
siderably. One can readily see the predicament of the 
multitude of old people whose resources are meager 
or nothing when they are forced to retire. 


OTHER PROBLEMS 


Retirement, no matter at what age, brings to most 
people a new way of living. To a few, who have 
equipped themselves for this milestone, it means an 
opening of new vistas, time to travel and to do the 
things they have long wanted to do. However, only 
a small percentage can provide for themselves ade- 
quately as long as they live. To the majority, retire- 
ment brings untold problems and adjustments. Often 
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CARE AND PROBLEMS OF AGED—Phillips—continued 


their income is so reduced that their scale of living 
drops. Some find full or part time jobs. Many find 
that time hangs heavily on their hands; they have 
been too busy concentrating on their work to develop 
outside interests. 


Often, old people are unable to make the necessary 
adjustments that retirement brings without some as- 
sistance. In some localities, classes are sponsored by 
boards of health, boards of education, industry, and 
social agencies for those who have reached or are 
nearing the retirement age. They are taught what 
kind of job they should apply for and how to go 
about getting it, how to invest what money they may 
have, how to utilize the existing facilities in the com- 
munity, where to get help when sick, and numerous 
other things that may be of aid to them. Older peo- 
ple need counseling, and more facilities should be 
developed to provide this service. One out of three 
who seek jobs needs advice. Each should be placed 
in a job in which his past experience and training 
can be used. He can be trained for new work, but 
he is not as flexible as when he was younger. 


Many have gone through the years making efforts 
at what they thought would afford adequate income 
on which to retire, but the higher costs of living can 
play havoc with a fixed income. Fifty years ago, 
more than half of the country’s population lived on 
farms, whereas today no more than 20 per cent com- 
pose the rural population. Living was cheaper on the 
farm, and accommodations could be stretched more 
easily than in the present day small house or apart- 
ment. Several generations living together in crowded 
quarters is not conducive to happiness, as the young- 
er may feel imposed upon and the older may feel 
unwanted. It is not surprising that the older people 
often develop a feeling of insecurity as they, no 
doubt, wonder what will happen to them since they 
are no longer able to provide for themselves. 


Unfortunately, there is a general trend in industry 
to employ the younger people. Consequently, there 
is a tremendous waste of the older person's resources 
and experience which could ‘be utilized and could be 
an aid to the economy of the nation. There has been 
an increase in the number of aged persons but not 
a corresponding increase in employment opportuni- 
ties. In April, 1945, which was during wartime, 51 
per cent of the men 65 years and older in this coun- 
try were in the labor force, but by April, 1952, the 
number had dropped to about 42 per cent.! 


All too often a passive attitude is taken toward 
the problems of the aged. Perhaps it is because most 
of us are too busy with our own problems, or maybe 
it is due mainly to the fact that we are not made 
aware of these problems. The aged need (1) an ade- 
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quate income to meet the requirements for healthful 
living, (2) adequate medical care and facilities when 
they become ill, (3) suitable living quarters, (4) 
Opportunity to obtain counseling, (5) opportunity 
for new social contacts, (6) recreation of various 
types, (7) some occupation, whether gainful or a 
hobby, and (8) rehabilitation which should include 
not only the physical but the mental and social as- 
pects as well. 


There is a gradual development of public awaken- 
ing and consciousness to these needs. Facilities are 
being provided to correct these problems. Most com- 
munities provide for the young, but few give much 
attention to the aged. Perhaps they expect their re- 
spective families to shoulder this responsibility, and, 
usually, when possible, they do. But think of the 
many old persons who are alone in the world or 
whose families are unable financially to contribute 
to their support. In many cities where funds are 
raised each year for charitable organizations, fre- 
quently only a small amount of money is allocated 
to the needs of the aged. Many of the social agencies 
so financed are not equipped to assist them with 
their problems. Surely, there is the usual “poor farm” 
or “home for the poor,” and I suppose they do the 
best they can with the money allotted to them. If we 
could but project ourselves into the future, how many 
would like to spend the twilight of our lives in such 
a place? 

If a community would help its older people in 
making their adjustments, there would be less ten- 
dency for them to migrate. Unfortunately, for many 
their hoped for Utopia is disappointing as they find 
themselves in unfamiliar surroundings, and the prob- 
lems they thought they had left behind are still with 
them. Many, however, migrate because they. are 
seeking a better climate; too, because they know there 
will be others with common interests. St. Petersburg, 
Fla., is such a place. In 1950, there was 22.2 per 
cent of the population 65 years of age or older.” 


SOLUTIONS 


There is a brighter side of the picture since there 
are many private and community agencies working to 
make living for the aged happier. Clubs and com- 
munity centers are being formed. Recreational pro- 
grams and classes in subjects of interest to them as 
well as instruction in the various crafts are being de- 
veloped. There has been a rapid growth over the 
country of Golden Age Clubs through which old 
people are brought together for planned recreation. 
This is good, for many lack initiative and depend 
more and more on others, even to planning their 
everyday activities. When interest is stimulated in 
such projects, mental outlook improves, and a de- 
crease in physical complaints frequently follows. It 
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is believed that such activities reduce the number 
applying for admission to homes or institutions. 

More so, in the last decade has there been a trend 
to provide for the aged in building projects. Villages 
are being built to provide community centers, dis- 
pensaries, workshops, recreational programs, and so 
forth. Certain areas are reserving units in large pub- 
lic projects. The New York Housing Authority has 
placed aside approximately 5 per cent of the avail- 
able space for the aged. Many of the better homes 
for the aged have been developed by various church 
groups, fraternal orders, philanthropic and nonprofit 
associations, and private foundations. As increasing 
illness comes with increasing age, facilities for such 
are being incorporated in most building projects. 
Before the advent of public assistance, many such 
places were essentially for the indigent 65 years and 
older, and often only the well ambulatory ones were 
admitted. There is still a number of homes to which 
one must sign over most of his personal resources 
before he is admitted. 


An example of existing projects for the aged is 
one the Upholsterers’ Union in Philadelphia has de- 
veloped. It is a retirement village in Florida located 
on about 600 acres, and it has a model community 
center, shopping center, and convalescent home. 


“Moosehaven” is another project, located near Jack- 
sonville, Fla., and operated by a fraternal organiza- 
tion. The guests, about 350, must be members of 
the fraternal order or widows of members. The aver- 
age age is 76 years. Medical service is provided, but 
the facilities are usually strained because of the aver- 
age age of the inhabitants.’ 


More private nursing homes are being opened. 
Some are good, but others are not properly or suf- 
ficiently staffed to give the attention needed. I re- 
cently had a patient in one that appeared above the 
average. One day she climbed over the sideboards 
and fell to the floor, and I was called only after she 
had complained bitterly of pain for three days. She 
had a fracture of the right femur. 

We are still far from providing adequately for 
the aged, but we are going in the right direction. 
However, our pace must be speeded if we expect to 
attain that goal. Surely this will be accomplished 
eventually, once there is a realization and understand- 
ing of the problem by the general populace. 


GROVE HOME 


I have been associated closely in an advisory ca- 
pacity with the W. H. Grove Home for the Aged 
in Fort Worth. Mr. Grove had the happy idea that 
he would like to provide a home for both men and 
women who had reached that period of life when 


they were faced with the problem of how and where 
to live. He realized that many were alone and that 
many were without resources to enable them to live 
in healthful and happy surroundings. Before his 
death he bought the land and left provisions in his 
will to build such a home. It was opened in the fall 
of 1951 with a capacity of 26 guests. Because of so 
many more applicants than the home could possibly 
care for, accommodations for 16 more guests were 
added, bringing the total to 42. There is still a long 
waiting list. 

The E. D. Farmer Foundation took over the re- 
sponsibility of running the home and makes up any 
deficit, but for the past year and a half or more, it 
has paid its own way. The Etta Newbury estate has 
been responsible for most of the furnishings. Oc- 
casionally, the home is the recipient of small gifts. 
A guest in a double room pays $55 each month, and 
those in single rooms pay $58. 

The only requirements for admission are that the 
applicants must be mentally and physically fit to the 
extent that they can care for themselves and their 
own rooms and that someone must be responsible 
for them should they become ill. The home is not 
equipped to care for those who are acutely ill or have 
a disabling chronic illness. There is not even a nurse 
in attendance. The city nurse comes by to give the 
guests any parenteral medications prescribed by their 
physician. Those unable to pay for medical care are 
taken to the City-County Hospital and Clinic. It was 
thought by some that such a plan would not work, 
but it has so far. 


A happy, cheerful, homelike atmosphere prevails. 
The guests take great pride in how the home looks. 
No one is asked to take over any duties, and all work 
is done on a volunteer basis. Interests are encour- 
aged. One may ask to look after certain flowers, 
another something else. There is a spirit of com- 
radeship and a helpful attitude toward each other. 
There is a feeling of independence as each has the 
privilege of coming and going as he pleases. Many 
have told me that they are happy and enjoying living 
for the first time and that for the first time they have 
a feeling of security. They have regained their self 
respect, and frustration is a thing of the past. 


Parties and planned entertainment are arranged 
by the hostess. Only a few need any urging to par- 
ticipate. A camping trip for two nights near some 
lake is planned twice each year, and members of the 
Golden Age Club are invited. Also held twice each 
year is a bazaar at which items made by the guests 
are sold. This creates an incentive and desire to keep 
busy and gives to some a little extra spending money. 

They all feel that they are paying guests, although 
all the income some have is from public assistance 
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except for that added by the Farmer Foundation. 
There are 38 living in the home at present, as some 
have moved, mostly because of illness. Vacancies are 
readily filled from the long waiting list. Guests are 
between 64 and 83 years. The following shows their 
source of income: 12 have independent incomes; 3 
receive money from their families; 17 receive old age 
assistance; 3 are retired on pensions; and 3 receive 
old age assistance and a small amount from social 
security. 

I fully realize that this type of home for the aged 
is not the solution to the over-all picture but only a 
small part. It does show, however, that once the 
physical setup is made available, it is possible to op- 
erate with little or no outside assistance. 


MAURICE A. ROE,* 


In referring to the aspects of public 
health as applied to the aged, attention is given to 
those conditions or diseases considered preventable 
or controllable. The indicated control measures are 
commonly implemented through programs operated 
by public agencies, complemented by the usual role 
of the practicing physician. 

A concept of the physical picture encountered in 
old age might be considered a result of the total 
changes of maturity in an aging person in whom may 
be manifested varying degrees of physiologic changes 
and the earmarks of superimposed physical condi- 
tions or diseases of a chronic nature. 


The health status of the elderly person thus in some 
respects represents the accumulated effects of survival. 
The application of the principles of preventive medi- 
cine and environmental sanitation, therefore, has an 
important bearing on the final product in old age. 
The traumatic effects on the surviving organism from 
contagious diseases that could have been prevented by 
immunization and the isolation of infected cases, in- 
fectious diseases that could have been prevented by 
proper handling of water and milk supplies, nutri- 
tional diseases preventable by suitable measures taken 
as regards food intake, the ravages of contact diseases 
such as venereal disease that are controllable, and the 
crippling effects of preventable accidents name but a 
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SUMMARY 


There has been a marked increase of the aged in 
the total population. With age comes increasing ill- 
ness and many problems and adjustments. The trend 
is toward their solution. One new project for the 
aged is discussed. 
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few of the factors affecting indirectly the problem of 
old age. 


As to the future of those aged persons who are sur- 
viving, many of the established public health pro- 
grams are applicable for preventing certain disease 
conditions that otherwise might result in earlier death, 
disability, or dependency. As a result of the institution 
of such measures, the remaining years of life instead 
of being a liability may well become ones of useful- 
ness and enjoyment. The general public or certain 
classes or age groups to a considerable degree might 
be motivated to adopt more favorable modes of liv- 
ing, particularly in relation to their environment, 
through public health education. An example of this 
technique might be creating awareness for correction 
of existing household structural defects that would re- 
sult in lessening the possibility of home accidents. 


Attention has been drawn to general public health 
programs already in effect that help prevent disease. 
Such programs that can be carried out on a public 
scale in several instances consist in the early detec- 
tion of disease by means of screening procedures, fol- 
lowed by exact diagnosis and treatment through 
proper referral to private practitioners or, in the case 
of those unable to pay, to designated public clinics 
for final diagnosis and treatment. The role of mental 
health should be considered a vital part in this pic- 
ture. A public attitude of appreciating the positive 
aspects as well as the limitations of old age, and 
where applicable instituting physical rehabilitation, 
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would make for alleviation of many of the problems 
of older persons. 


Vital statistic reports, as well as information ob- 
tained from health surveys, indicate some of the major 
health problems of the aged that may be altered ap- 
preciably for the better through the initiation of ap- 
propriate public health programs. At the same time 
the indications found in these data should point out 
to the practicing physician those disease conditions, 
particularly those of a preventable nature, that might 
not necessarily be anticipated in caring for older pa- 
tients. Furthermore, the physician in his handling of 
the elderly patient also might bear in mind certain 
remedial or control measures that he himself can 
bring about in the patient’s household. 


MAJOR PROBLEMS 


Home Accidents—In recent years attention has 
been drawn to the heretofore overlooked role that 
accidents play as a cause of disability and death. It 
has been found that one-third of the nation’s accident 
fatalities are home accidents. This fact has stressed the 
wide field that preventive measures can play in this 
category. Home accidents and old people are inti- 
mately related in view of the fact that in 1949 more 
than half of those killed in 30,500 deaths were caused 
in the home, and that in that year more than one-half 
of those killed in home accidents were 65 years and 
older. “Approximately 50% of all fatalities are caused 
by falls, and six out of seven such persons killed are 
65 years of age and over.”'' The remedy to be sought 
undoubtedly is principally through correcting house- 
hold hazards that create unsafe conditions. 


Diabetes—It has been established that the prev- 
alence of diabetes increases with age. Diabetes, there- 
fore, needs emphasis in health programs concerned 
with older persons. In the screening survey conducted 
in Dallas from 1950 to 1952, it was demonstrated that 
5.2 per cent of those between the ages of 65 and 74 
years either had or were clinically suspected of hav- 
ing diabetes. 

Tuberculosis—In communitywide chest roentgen- 
ray surveys recently made in four cities, it was found 
that the prevalence of diagnosed active tuberculosis 
(per 1,000 of population surveyed) in those persons 
65 years and older ranges from .9 to 3.5. This range 
among the older population indicates a higher preva- 
lence of tuberculosis than would be suspected from 
the results of other case finding procedures and also 
indicates that the problem of hidden tuberculosis in 
all probability is more serious in older persons than 
in the younger population groups. 

Cancer.—The incidence of cancer increases rapidly 
during old age. From about the age of 60 and on, the 


male rates are higher than the female rates. In the 
survey of cancer illness among residents of Dallas 
made in 1948 by the United States Public Health 
Service the percentage distribution of all cases of can- 
cer diagnosed at that time by primary site in the age 
group from 65 to 75 years and older was buccal cavity 
and pharynx 42.4 per cent, respiratory system 26.3 
per cent, breast 23.3 per cent, male genital organs 
64.6 per cent, skin 34.5 per cent, and lymphomas 
25.9 per cent. Attention particularly is drawn to the 
high incidence of skin and buccal cavity cancer in old 
age, both of which conditions are considered amena- 
ble to a more favorable prognosis when detected and 
treated early. 

Heart Disease——Arteriosclerotic heart disease, the 
leading cause of death, begins to be prominent in 
persons 35 years of age and continues to rise through 
the age group of 85 years and older. Next in order is 
hypertensive heart disease deaths, which are usually 
preceded by long periods of high blood pressure and 
often are accompanied with disablement. At the pres- 
ent time a great deal can be done in alleviating the 
distress of hypertension and hypertensive heart dis- 
ease even more than in other cardiovascular condi- 
tions. It also might be pointed out that there is a high 
death rate from the effects of rheumatic fever and 
rheumatic heart disease in those persons 65 years and 
older. A significant point is that preventive measures 
on rheumatic fever in the early years of life can have 
a considerable bearing on lowering the death rates 
resulting from rheumatic fever in the later years. 

Syphilis—Syphilitic infection plays an important 
role in the older age group as compared with other 
age groups in the population. As late as 1949, of all 
patients first being admitted to state mental institu- 
tions with psychoses due to syphilis 16 per cent were 
60 years of age and older. In 1950, more than 35 per 
cent of deaths from syphilis recorded in the expand- 
ing death registration area were in the age group of 
65 years and older. In 1953, it has been estimated 
that in five American cities among the white popula- 
tion of 65 years and older from 0.45 to 2.45 per cent 
had syphilis needing treatment. 


Nutrition —Problems of nutrition deserve recogni- 
tion in the care of the aged. It has been stated that 
in the case of obesity and its bearing on disease con- 
ditions (including vascular changes, diabetes, gall- 
bladder disease, cancer of the endometrium, degenera- 
tive arthritis, hernia, and impaired kidney function), 
as many as 60 per cent of obese adults are women 50 
to 70 years of age. Malnutrition with concomitant 
vitamin deficiency occasionally may be associated 
with institutional care where an undue attempt is 
made to keep down food costs. There seems to be a 
tendency on the part of old persons to cat improper- 
ly, because they either are sick, do not have or use 


TEXAS State Journal of Medicine 





PUBLIC HEALTH OF AGED—Roe—continued 


properly fitted dentures, cannot afford the proper 
food, do not prepare their food properly, are subject 
to dietary fads, or otherwise are subjected to unbal- 
anced diets. A grossly inadequate diet followed for a 
prolonged period of time can lead to anemia in elderly 
persons and may be manifested in multifarious aspects 
of ill health, including mental confusion. Secondary 
anemia resulting from blood loss due to hemorrhoids 
also may be associated with mental confusion and can 
be alleviated by simple measures such as corrective 
surgery and the addition of iron to the diet. 
Environmental Conditions.—Some types of air con- 
tamination can be particularly deleterious in respect 
to older persons. In the smog episode of Donora, Pa., 
in 1948, it was clearly indicated that more than half 
of the severely affected persons were 65 years of age 
and older. Whereas serious technical and economic 
considerations often are involved in the control of air 
pollution, nonetheless reduction of gaseous contami- 
nants in many instances can be accomplished. Also 
may be mentioned the adverse effect of prolonged 
heat waves in the older age groups. Examples have 
been cited, particularly in the East, where the death 
rate experience in institutions housing the aged is 
pronouncedly increased during prolonged excessively 
high temperatures. The elderly are highly susceptible 
to heat cramps, heat exhaustion, and heat stroke, par- 
ticularly those already in a debilitated condition. How- 
ever when old persons are under medical observation, 
a considerable amount can be done toward early de- 


tection and consequent preventive measures taken to 
forestall heat syndromes. 


SUMMARY 


In recapitulation it is evident that public health 
programs carried out during the lifetime of a person 
have an accumulative beneficial effect on the health 
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condition of the aged population as a whole. There 
is also a special appropriateness to the direct applica- 
tion of public health programs to the benefit of older 
age groups. Such activities may be in terms of creat- 
ing a more suitable environment from the standpoint 
of correcting conditions hazardous to the aging popu- 
lation as well as offering activities directly affecting 
the health status of the individual. Attention is drawn 
to the fact that in the old age group are found many 
debilitating diseases and conditions that are prevent- 
able or susceptible to amelioration through control 
measures. Taking these into consideration, special at- 
tention is drawn to the importance of home accidents, 
diabetes, tuberculosis, heart disease, cancer, syphilis, 
poor nutrition, and the effects of contaminated en- 


vironment by air pollution and excessive exposure to 
heat. 


2701 Almeda Drive. 
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HOUSTON SCHOOL FOR DEAF CHILDREN 


The Houston School for Deaf Children celebrated its 
seventh anniversary on May 16. The program included an 
explanation of the type of training that is given to the chil- 
dren and how it is accomplished, including examples of 
training in memory and observation, auditory skill, speech, 
lip reading, and language. Robert Goldstein, Ph. D., Cen- 
tral Institute for the Deaf, St. Louis, spoke on “Problems 
of the Education of the Deaf.” Children from the school 
presented nursery rhymes as a part of the program. 

The school was organized seven years ago with one teacher 
and five students and now has a staff of six teachers and 
thirty-five pupils. It is a nonprofit, charitable institution 
charging a nominal monthly rate which covers only a small 
part of the actual cost per child. A few scholarships are 
given by local civic clubs. 

A Houston Council for the Deaf was organized in Octo- 
ber, 1953, with one point of its program to make scholar- 
ships available for people wishing to teach the deaf. 
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ACCIDENTS CAUSE HIGH DEATH TOLL 


In every state accidents take a higher toll of life than 
any other cause of death except the cardiovascular diseases 
and cancer, statisticians of Metropolitan Life Insurance Com- 
pany report. 

Death rate based on accidents is highest in the mountain 
region, Nevada and Wyoming having the highest accidental 
death rates in the country for 1949-1950, and is lowest in 
the middle Atlantic and New England areas, with New 
Jersey having the lowest rate. 


Contributions to Medical Schools 


More than 48,000 physicians contributed $2,459,102 in 
unrestricted funds to medical education through the Ameri- 
can Medical Education Foundation and directly to the med- 
ical schools last year. This is an increase of more than 
10,000 contributors over the previous year. 





SURGERY OF THE AGED 


JOHN V. GOODE, M.D., Dallas, Texas 


A BABY born in 1953 can be ex- 
pected to live to the age of 69 years. This is about 
twice the age that was expected for babies born in 
1800. As a result of increased individual longevity the 
population as a whole is aging. According to the most 
recent estimate by the Bureau of the Census,* there 
were about 12,759,000 persons at ages 65 and older 
in July, 1951. These old people have problems of 
survival that are quite different from the problems 
faced by young or middle aged adults. These two 
facts, the increasing number of old people and the 
fact that their problems differ from problems of 
other adults, justify the medical specialty designated 
as geriatrics. 

As babies are not just small adults, so the aged per- 
son is not just an old adult. Old people have decreased 
reserves of protein and electrolytes; also they are 
much more sensitive to fluid and electrolyte imbal- 
ance. Because the extremes of normal electrolyte bal- 
ance are more rigid in the aged, these patients may 
become either dehydrated or overloaded with fluid 
much more quickly than would a younger person. It 
is wise to estimate that both liver and kidney function 
are below par in older patients. These organs may 
function adequately in health but may be inadequate 
when faced with the added load of operative trauma 
and/or infection. As a result of decreased liver and 
kidney function and the commonly found low basal 
metabolic rate in the aged, drugs are excreted more 
slowly and must be used in decreased amounts in 
elderly patients. Because their aging circulation oper- 
ates on such a narrow margin of safety, old people 
are unusually sensitive to oxygen lack. They must not 
be allowed to have long periods of hypotension or 
long periods of hypoxia. Because of all these phys- 
iologic changes and because the heart has been work- 
ing so long, it is probably wise to consider all sur- 
gical patients in the old age group as cardiac patients 
and take all the precautions with them that would be 
taken if a cardiac lesion were known to be present. 


SURGICAL CONDITIONS 


Although most of the diseases of old age fall into 
the medical category (heart disease, mental disease, 
arthritis, and renal disorders), there remain a sizable 
number of serious disorders that must be treated by 
the surgeon. It is useful to group these surgical dis- 
eases under three headings. 


Read before Section B (Surgical), Texas Medical Association, 
Annual Session, San Antonio, May 5, 1954. 


In the first group are diseases immediately danger- 
ous to life. These include intra-abdominal suppura- 
tion, obstructive lesions, gangrene of an extremity, 
massive hemorrhage or infection, and certain frac- 
tures. Since these disorders must be corrected even at 
great risk or the patient is lost, it is rarely difficult 
to decide what course to follow in the management of 
such lesions. 


The second group is comprised of disorders not 
immediately dangerous to life but remotely dangerous 
to life. In this group are found the large benign intra- 
abdominal cysts and tumors, certain goiters, cholecys- 
tic disease, peptic ulcers, diverticulitis, and certain 
slow growing malignant lesions. It is difficult to be 
sure just what treatment is best for diseases in this 
group. Careful balancing of reserves, risks, expected 
years of life at a given age, all must be taken into 
consideration. It is here the surgeon must ask himself 
whether the good he will do justifies the pain, ex- 
pense, and possible harm he might do. 

The last of the three groups mentioned contains 
diseases that are not dangerous to life but are uncom- 
fortable or painful. In this group may be found most 
hernias, hemorrhoids, bunions, cataracts, rectoceles, 
prolapse of the uterus, extraction of teeth, and so 
forth. Fortunately the relief obtained by correction of 
diseases in this group is great and the operative risk 
relatively small. It should be remembered that elderly 
people often are ready to die but are exceedingly in- 
tolerant of pain. It seems that constant slight nagging 
pain in an elderly patient breaks his morale and 
makes his life seem not worth living. For these rea- 
sons I usually advise operation for this group of pain- 
ful or uncomfortable disorders. 


PREOPERATIVE STAGE 


Diagnosis of a surgical disease in the aged is diffi- 
cult for several reasons. In the first place the patient's 
attitude toward his disease and his younger physician 
presents a problem. We have all heard such patients 
say, “Why did this have to happen to me?” “No one 
cares if I die, just leave me alone.” “I’m too old any- 
how.” These old patients are suspicious of young doc- 
tors. They feel they know more than any young up- 
start, so they are prone to treat themselves through 
the early stages of a disorder. The physician's attitude 
may be at fault as when he looks at his very old pa- 
tient and, accepting senility as an excuse for with- 
holding treatment, says “Let him die in peace.” There 
are other real difficulties present in making diagnosis 
in these older patients, for example, their variable 
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reaction to pain. They may seem less sensitive and 
minimize severe pain which they localize poorly, or 
be intolerant of slight irritating pain which they 
exaggerate. Also examination may be difficult because 
of obesity, arthritis, or poor muscle tone. Finally, 
there often is more than one lesion present in these 
old patients, and it may be difficult to tell which is 
causing the symptoms of which the patient complains. 

Medical consultation should be obtained for all pa- 
tients more than 60 years old who are to have a seri- 
ous operation. It should be added that most operations 
on these old patients are serious. During the pre- 
Operative treatment an attempt should be made to 
determine by appropriate tests the functional reserves 
of the heart, liver, kidneys, and bone marrow. Also 
during the preoperative stage a careful attempt should 
be made to reveal and correct all deficiency states. 
Hypoproteinemia and avitaminosis are best recognized 
by a careful history of the patient's dietary habits. 
Electrolyte imbalance should always be suspected be- 
cause, as stated previously, these old patients usually 
have inefficient kidneys resulting in a state of chronic 
dehydration. Serious illness quickly throws them into 
a sodium deficit, and after a few days there may de- 
velop a potassium deficit which further complicates 
the picture. The routine blood count may be mislead- 
ing because there may be, as Champ Lyons has de- 
scribed, a contracted vascular bed and contracted 
blood volume.” If a patient has recently lost weight, 
such a condition should be strongly suspected and 


transfusions given before as well as during the opera- 
tion. 


Careful watch must be made not to overlook dia- 
betes, which is often latent in the aged. Also im- 
portant is the problem of pulmonary disease either 
chronic or acute. No elective operation should be 
carried out in the presence of even a slight infection 
of the upper respiratory tract. If possible, old patients 
should be encouraged to get up early the morning of 
operation and walk about so they will cough thor- 
oughly and clean out the bronchial tree. Toward this 
end heavy premedication is contraindicated the night 
before operation and the preoperative hypodermic in- 
jection is postponed until after this coughing has 
been carried out. The last and one of the most im- 
portant functions of the physician in the preoperative 
preparation of his patient is the building up in the 
patient’s mind an optimistic attitude toward his dis- 
ease and its treatment by operation. A well prepared 
patient feels that his surgeon really cares for him, that 
his family wants him to get well, and, most impor- 
tant, he is sure he wants to get well. If a patient 
wants to get well, he probably will get well; if he 
does not want to get well, he may not get well. It is 
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my opinion that the surgeon, the family, and the pa- 
tient’s pastor must work together to produce if pos- 


sible this will to live before any operation is carried 
out. 


OPERATIVE STAGE 


In planning the operation itself the surgeon must 
always remember that the aged stand blood loss and 
oxygen lack poorly and that they may enter shock 
rapidly and recover from it slowly. Also it should be 
recognized that low levels of blood pressure are much 
more dangerous in the elderly patient than in the 
young or middle aged patient. Hypotension is dan- 
gerous to the older patients because it may bring 
about coronary or cerebral thrombosis. With these 
facts in mind the operation should be carried out 
with the minimum blood loss and the least possible 
trauma to the tissues. Since extreme operative speed 
is rarely possible without sacrifice of gentleness and 
since blood loss and shock are so dangerous to elderly 
patients, it stands to reason that operations: on them 
should be done slowly and very carefully rather than 
very rapidly. 

The choice of operation in any given case should 
come after a balancing of several factors: the num- 
ber of years of comfortable life that could reasonably 
be expected for the patient if all goes well, his re- 
serves to withstand trauma or infection, the statistical 
hazards of the various operations, and, most impor- 
tant, what is the risk of the operation in question 
when the physician in the case carries out that op- 
eration. A good rule to follow is to carry out the 
less dangerous of two procedures whenever there is a 
choice of more than one procedure that will greatly 
improve the patient’s condition. This does not mean 
the exclusion of all hazardous curative procedures in 
favor of some palliative procedure. At times the 
definitive operation is the only one that will palliate, 
and the easier so-called palliative operation brings 
only suffering and grief to the patient. 

The point I wish to make is that because of senility 
occasionally a gastroenterostomy is wiser than gastric 
resection, a cholecystostomy with removal of stones 
is more desirable than cholecystectomy, and even at 
times it is wiser to remove a slow growing ulcerating 
cancer of the breast by simple mastectomy than to 
remove it by radical mastectomy. While we dread 
the idea of throwing away a patient's last chance for 
cure of his disorder, we must keep in mind the first 
law of medicine, “at least do no harm.” 

There can be no question that emergency opera- 
tions in the elderly group of patients are more haz- 
ardous than elective operations. Anglem’ has re- 
ported that where the mortality rate was 6.9 per cent 
for elective operations it was 19.5 per cent for emer- 
gency operations. This was in a group of 621 pa- 
tients more than 70 years of age in whom the over- 
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all mortality rate was 9.98 per cent. Such figures 
give support to the idea that operation should be 
carried out in the aged before the emergency arises. 

Since most of the postoperative deaths in this 
group are caused by cardiac or pulmonary complica- 
tions, special attention must be given to the problem 
of anesthesia for these older patients. It is probably 
wiser for the surgeon to spend his energies in select- 
ing an anesthetist than to worry about the anesthetic 
agent to be used. The anesthetist should be urged to 
use the drug he considers safest in his hands, not the 
agent that is popular for this operation at some large 
medical center. For certain lesions spinal anesthesia 
is best, but it is dangerous for patients with very high 
diastolic pressures or for patients with central nervous 
system disease. I prefer 1 per cent Novocain used as 
a nerve block or for local infiltration whenever the 
resulting anesthesia will suffice for the operation at 
hand. By either or both of these procedures the ab- 
domen can be entered and many operations com- 
pleted without the addition of general anesthesia. 
However, when exploration is indicated or pulling on 
the viscera required, light general anesthesia should 
be added before the patient feels pain and starts to 


push down with his diaphragm and unanesthetized 
abdominal muscles. 


POSTOPERATIVE STAGE 


Proper care of the elderly patient during the post- 
operative period is quite important and often more 
difficult than the operation itself. Every effort should 
be directed toward preventing atelectasis. To this 
end the patient must be told of the danger of shal- 
low breathing, must be urged to cough up thick 
secretions, and must be forced to move about both 
in bed and out of bed. Occasionally it is necessary 
to help the patient cough or even to aspirate the 
tracheal secretions to secure satisfactory aeration of 
lungs. Deep sedation is to be avoided. Early ambu- 
lation (walking, not just sitting up) is highly de- 
sirable. It not only encourages deep breathing, but 
by increasing the circulatory rate in the extremities 
probably helps prevent vascular thrombosis and em- 
bolism. When there is a history of previous phlebitis 
or when varicosities exist, bandaging the legs with 
Ace bandages and rarely the administration of anti- 
coagulants are indicated. 

The maintenance of a proper fluid and electrolyte 
balance in the postoperative period is a delicate prob- 
lem in the aged patient. It is much easier to make 
sure the fluids and electrolytes are in good balance 
before the operation and to replace fluids as lost 
than to have to make up large deficits in the post- 
operative period. For this reason unless there is some 
cardiac or other contraindication I prefer to give all 


elderly patients 1 or more liters of 5 per cent dex- 
trose in saline soluticn the day before operation. This 
helps to control the subclinical dehydration before 
the inefficient kidney it temporarily injured by the 
trauma of the operation. Also it removes the neces- 
sity of administering salt solution immediately after 
operation when kidney function is still depressed. A 
fluid intake and output chart must be kept for all 
these patients in order to calculate their daily fluid 
requirement. In planning the fluid requirement the 
physician must plan to replace the 1,000 cc. of fluid 
lost through sweating and breathing plus the amount 
of fluid lost as urine. This urine volume should be 
at least 1,000 cc. daily. It should be remembered 
these requirements will be elevated in the presence 
of fever, during the high temperatures of summer, or 
if there are other losses of fluid such as by vomiting, 
fistulas, and weeping open wounds. Fluid replace- 
ment should be made at a slow rate because it is so 
easy to overload the circulation and bring about pul- 
monary edema. In fact it is probably wise to keep 
the elderly postoperative patient a little on the dry 
side but not too dry, because there is evidence avail- 
able that intravascular clotting is more likely in the 
dehydrated than in the normally hydrated patient. 


Although the postoperative nutritional require- 
ments of an acute illness in the aged may pose no 
problem, at times when the illness drags on for 
weeks, failure to manage this phase of the postop- 
erative course properly may result in failure of the 
entire procedure. The surgeon must watch out for 
loss of appetite in his elderly patient. It does not 
take many days for a vitamin and potassium deficit 
to develop. With a potassium deficit the voice be- 
comes high pitched, muscles become flabby, the pa- 
tient states he cannot raise his arms, and the surgeon 
may notice a paralytic type of ileus. At this time the 
serum potassium level is likely to be low, and the 
electrocardiogram is likely to show low T waves. 
Treatment should consist of high level vitamin sup- 
plement and 3 to 10 Gm. of potassium chloride daily 
until satisfactory levels of potassium are obtained. 
To prevent this condition it is wise to add 40 milli- 
equivalents of potassium chloride to one of the liters 
of fluid given daily if a patient is being carried en- 
tirely on intravenous fluids. 


Amino acids and protein hydrolysates are useful 
in maintaining nitrogen balance in patients who can- 
not eat, but it must be remembered that patients re- 
ceiving protein hydrolysates should also receive about 
30 calories per kilogram of body weight as glucose 
daily. This prevents the proteins being burned by 
the body as fuel rather than used as sources of nitro- 
gen for protein synthesis. Alcohol, testosterone, and 
small doses of cortisone may be used to increase the 
sense of well being and thus the appetite. In this 
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problem of getting sick people to eat we should pay 
particular attention to the way the meals are served. 
A small attractive serving may be enjoyed, whereas 
a huge serving of the same food looks impossible and 
is sent back untouched. All disagreeable dressings, 
conversation, and relatives should be avoided at meal 
time. Every effort should be made to make eating a 
pleasure and not an ordeal. In spite of the fact we 
can keep a patient alive with intravenous fluids and 
supplements, he is never cured until he can eat and 
gain weight. 

Old patients require special attention to the genito- 
urinary system and the bowels. If possible, the evi- 
dences of prostatism should be sought and corrected 
before operation, especially if the operation is herni- 
orrhaphy. After operation early ambulation helps 
empty both bladder and bowels. Nevertheless, if 
there is any question of bladder overflow, early cathe- 
terization and occasionally the use of an indwelling 
catheter is preferable to overdistention and atony of 
the bladder. When it is necessary to leave a catheter 
in the bladder, the administration of small doses of 
Gantrisin daily is desirable. All old people seem to 
feel that a daily bowel movement is highly desirable. 
In fact it seems that the day is made or ruined by 
the presence or absence of a bowel movement. For 
this reason the surgeon should see to it they have 
this pleasure. Petrogalar at night and occasionally a 
saline cathartic such as Fleet’s Phospho-Soda in the 
morning usually suffices. If an enema is needed, a 
saline enema is probably the best one to use since it 
causes no irritation if partially retained. Since old 
people are so prone to develop fecal impaction, care- 
ful attention should be given to any complaints of 
fullness in the perineum, unsatisfying frequent small 
bowel movements, and the fact that an enema does 
not enter the colon easily. 

The last but one of the most important rules for 
the management of elderly postoperative patients is 
the rule that they must be protected from emotional 






High Blood Pressure Remedy 


Three Houston physicians reported in the July 17 Journal 
of the American Medical Association that an old Indian 
snakeroot remedy offers “good reason” to expect that high 
blood pressure and its complications can be relieved in both 
the early and late stages. 


Dr. William R. Livesay, Dr. John H. Moyer, and Dr. 
Sam I. Miller state that with the drug alseroxylon high 
blood pressure may be controlled after it starts, and the 
serious later complications may be prevented. The doctors 
used alseroxylon, an extract from the snakeroot drug Rau- 
wolfia serpentina, in treating 43 hypertensive patients at the 
Cardiac Clinic of Jefferson Davis Hospital. 


The authors report that this drug has the distinct ad- 
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upsets. Old people are suspicious that they are not 
being told all the truth, they frighten easily, and they 
become despondent easily. For these reasons the sur- 
geon must always present an optimistic outlook. He 
must point out some favorable development of the 
case each day. He should scrupulously avoid grue- 
some details. He should never brag how difficult the 
operation was or how near the patient came to dying. 
Keep the patient interested in visitors, books, family, 
other patients, and above all make him feel that 
everyone is interested in him and wants him to hurry 
and get well. It is not advisable to break his habits 
of years’ duration during the postoperative period. 
Unless contraindicated by the particular operation it 
is wise to let him chew, dip, smoke, or have an oc- 
casional toddy. Get him out of bed and brag on how 
strong he is rather than keep him in bed and feel 
sorry for him. 


CONCLUSION 


It should be remembered always that at age 70 a 
patient can expect ten more years, at 80 five more 
years, and at 85 three more years. Also when there 
is no pain and when the mind is alert, these old 
people seem to love life even more than young peo- 
ple. Therefore we should not withhold surgical re- 
lief when it is indicated. These older people stand 
operations remarkably well if the operation is done 
gently, the anesthetic is not too deep, sedatives are 
used to the barest minimum, and early ambulation 
is practiced really early. It is my opinion that these 
older patients as a group present our most chal- 
lenging problems, call for our nicest surgical judg- 
ment, and finally become our most grateful patients. 
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vantage among hypotensive agents in being associated with 
no serious untoward side etfects. They reported that it often 
produces certain desirable effects such as mild sedation with- 
out somnolence. They stated that the drug reduced blood 
pressure and pulse rate, increased appetite, and produced 
“a sense of well-being or tranquillity.” 





Barbiturate Poisoning 


Deaths from barbiturate poisoning in the United States 
are about one and one-half times the number immediately 
prior to World War II, according to Metropolitan Life In- 
surance Company statisticians. The victims of barbiturate 
poisoning, more than 400 per year, are mostly adults, and 
women outnumber men two to one. 
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BONE GRAFT IN RECONSTRUCTIVE SURGERY 


T. WILEY HODGES, M. D., 


Bone tissue has been employed with 
increasing frequency as grafting material by surgeons 
engaged in carrying out reparative procedures. The 
use of bone grafts reached a peak during World War 
II with the high incidence of wounds involving ex- 
tremities, and lessons learned during this period re- 
garding the management of bone grafts have con- 
tinued to be utilized by surgeons during che post- 
war years. 


It should be emphasized initially that the recon- 
structive surgeon must have familiarity with skin 
plastic procedures and with the handling of peri- 
pheral nerve lesions in order to repair and carry to 
a successful conclusion many of the cases of severe 
multiple tissue damage. Bone grafts will fail in a 
high percentage of cases unless careful planning and 
preparation for proper skin management have been 
carried out prior to the grafting procedure. The im- 
portance of covering the bone graft with full thick- 
ness skin carrying its own blood supply and applied 
without undue tension can be exemplified by the 
nonunited fracture which often heals after excision 


of all overlying scar tissue and coverage with healthy 
skin. 


PREOPERATIVE CONSIDERATIONS 


The patient's general condition should be at its op- 
timum operative state prior to surgery.* Antibiotics, 
blood transfusions, and other therapeutic agents are 
employed as needed to effect this optimum operative 
level. In the presence of a recognized nonunion or 
of a defect of bone, a carefully planned and super- 
vised program of physiotherapy is used for the ex- 
tremity to mobilize the joints, improve muscle tone, 
and increase circulatory efficiency. The preoperative 
use of an ischial bearing caliper to allow ambulation 
in the presence of a bone defect in an inferior ex- 
tremity is an example of a valuable adjunct used to 
improve the status of the extremity. 

Many cases having failure of union or actual loss 
of bone substance have had the serious complication 
of infection, or the infection may still be present 
at the time it becomes evident that a bone graft must 
be used to effect osteogenesis. 

The necessity of control and elimination of the in- 
fection is self evident. Bacterial cultures afford early 
recognition of the offending organism and sensitivity 
tests demonstrate the antibiotic or chemotherapeutic 
agents which will render effective control of the in- 
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fection. Many injuries have resulted in severe scar- 
ring about the bone fragments. Scar tissue with its 
impaired blood supply is indeed poor wound soil to 
receive a bone graft and often bacterial foci are re- 
tained enmeshed in this tissue. A preliminary wound 
toilet to eradicate completely all scar tissue and 
necrotic bone debris so as to allow early wound 
closure is an essential prerequisite to the proper prep- 
aration of the graft bed. This is an important step 
as the graft bed must furnish nourishment to the 
bone graft. 


At times a bone defect of the nature of an ex- 
teriorized cavity is encountered. These difficult prob- 
lem cases can be successfully handled by first con- 
trolling the infection, invariably present, and then 
covering the walls of the cavity with thin split thick- 
ness skin grafts maintained in position by splints. 
After a dry cavity is thus attained, the split thickness 
skin grafts are removed, a graft bed is prepared in 
the bone, the cavity is obliterated with iliac bone 
chips, and then the area is covered with full thick- 
ness skin. 


The decision as to when to carry out the bone 
grafting procedure following an infection is based 
upon several important considerations. The nature 
of the infecting organism, the severity and duration 
of the infection, and the reaction of the patient's 
tissues are important factors, as are the length of 
time the wound has remained closed, and whether 
or not any evidence of activity is still present. It is 
my opinion that the bone graft operation may be 
successfully carried out four to six weeks following 
closure of the wound provided a careful preliminary 
wound toilet was performed where necessary and 
provided that the patient’s tissues show no reaction 
indicative of a low-grade or smoldering infection. 
The latter must be carefully searched for, and if un- 
favorable soft tissue reaction is present, operation 


had best be deferred. 
PURPOSE OF GRAFTING 


The purpose of bone grafting is to bridge a gap 
between bones or to reestablish the continuity of a 
long bone, as in (1) nonunion of bones with or 
without loss of bone substance; (2) filling of defects 
or cavities in bone caused by trauma, tumor, or in- 
fection; (3) joint arthrodesis, as following tubercu- 
losis or poliomyelitis, or for fusion of the spine; (4) 
stabilization procedures such as bone block for drop 
foot; (5) correction of deformities; and (6) estab- 
lishment of union in a pseudarthrosis. 
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GRAFTING MATERIAL 


Each case requiring the use of bone grafting mate- 
rial demands mature consideration of the individual 
problem presented. The type of bone material to be 
used, that is, whether cancellous or cortical bone; the 
location at which the bone graft is to be employed; 
the character of the host bone to which the graft is 
to be attached; and the nature of the bone lesion all 
require careful appraisal. In all instances the plan 
should be for the graft to become incorporated as a 
part of the living bone structure on which or into 
which it is placed and for it thereafter to subsist as 
living bone across the gap which it bridges. 


Bone grafts generally consist of cortical bone or of 
cancellous bone, although it is recognized that no 
graft specimen is composed entirely either of cortical 
or of cancellous tissue. Cortical bone is a solid mass 
of mature elements, the surfaces of which are covered 
with periosteum and endosteum. Grafts of this type 
possess considerable strength but little osteogenic 
power. Cancellous bone is of a loose construction 
with branching and interlacing trabeculae, each cov- 
ered by endosteal or bone forming cells, and thus 
having a high osteogenic power. Abbott’ has shown 
that the loose structure of cancellous bone allows ade- 
quate accommodation space for the invasion of capil- 
laries and their accompanying ‘cellular elements, thus 
permitting early and thorough revascularization. 
Rapid revascularization insures survival of the en- 
dosteal cells covering the trabeculae, and early osteo- 
genesis occurs. Cortical grafts structurally contain 
inadequate accommodation space for the ingrowth of 
capillaries and, being composed almost entirely of 
mature osseous elements, will not survive. This type 
of graft serves as an internal splint which must 
eventually be replaced by new bone by the process 
of “creeping substitution” described by Phemister. A 
considerable portion of the cancellous bone graft 
lives and forms new bone. 


Bone tissue, whether cancellous or cortical, may 
be obtained as an autogenous graft from the patient 
on whom the graft is to be performed or as a homo- 
graft, usually secured from a relative, or as preserved 
bone from a bone bank. The use of preserved homo- 
graft’? has the particular advantage of lessening the 
operative trauma and operation time to the patient, 
as additional exposure of sites for removal of grafts 
is eliminated. At times it is difficult if not impossi- 
ble to secure sufficient autogenous bone for grafting 
large defects or filling large cavities, and the hazard 
of fracture at the site of removal of a bone graft 
from an extremity must always cause concern and be 
guarded against, usually with a cast or a well fitted 
molded leather cuff. 
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TECHNIQUES 


Several types of bone graft have been described of 
which (1) the inlay graft of Albee, (2) the self 
sustaining wedge only of Kirk, (3) the massive onlay 
graft of Campbell, (4) the barrel-stave grafts of 
Steele, and (5) the key graft of Bunnell have been 
used most frequently. 

The location at which the bone graft is to be em- 
ployed is deserving of especial consideration. The 
upper shaft of the femur and humerus are subjected 
to powerful leverage forces exerted by muscles moti- 
vating the hip and shoulder. Rigid fixation is essen- 
tial as a spica cannot effectively control the leverage 
action of the muscles. A cortical onlay graft, par- 
ticularly if reinforced with a metal plate, affords the 
rigid fixation needed. The dual onlay graft of Boyd® 
also will provide adequate fixation with the addi- 
tional advantage of offering greater osteogenic prop- 
erties. In the forearm or leg an intact long bone 
component affords considerable splintage to the in- 
jured bone, and grafting may be successfully carried 
out with the use of the cortical onlay graft or by 
means of iliac bone having cortical surfaces for sta- 
bility, but without the necessity of a metal plate. 
Horwitz* has demonstrated that a graft 5 inches in 
length and more than 1 inch in width may be ob- 
tained from an ilium. These grafts contain two thin 
but relatively strong cortical surfaces, and if the crest 
of the ilium is utilized, a third cortical surface is 
added affording considerable strength. 

It is felt that any lack of rigidity of iliac bone is 
more than compensated for by its superior osteogenic 
qualities and that the addition of a metal plate im- 
parts the required stability. The process of creeping 
substitution whereby the mature elements of the graft 
are replaced by new bone occurs in both cortical and 
massive iliac grafts and is last manifest in the center 
portion of the graft. The critical period is usually 
after three months at which time the center of the 
graft may begin to resorb and fracture may occur. In 
this area of structural weakness rigid support and 
prolonged protection are necessary and may be se- 
cured by the use of a metal plate applied at the time 
of grafting. Metal plates may thus be used in con- 
junction with bone grafts to impart additional 
strength and stability but are never to be considered 
as being a substitute for bone. Bone defects are best 
bridged by the use of dual, only cortical grafts plus 
the use of iliac bone placed in a lamellated fashion in 
the defect. The dual, only cortical grafts insure firm 
stability, and the iliac bone affords increased osteo- 
genic properties. Bone cavities are best obliterated 
with iliac bone, and it should be noted that cancellous 
bone® often will survive in whole or in part in the 
presence of low-grade infection if the area has been 
well covered with full thickness skin without exces- 
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sive tension. Spine fusions also are best accomplished 
with the use of cancellous iliac bone applied in the 
lamellated manner. Cancellous bone may be success- 
fully used alone to promote healing of a nonunited 
fracture or to bridge a bone defect, but immobiliza- 
tion must necessarily be for a longer period than 
where a cortical graft has been employed or where a 
metal plate has been used with the cancellous bone. 

Bishop* reported an end-result study of the heal- 
ing time of bone grafts used in 358 cases in an Army 
general hospital during World War Il. There were 
40 failures or 11.2 per cent. “Iliac grafts used under 
the most favorable circumstances to secure union 
were the slowest to heal, averaging 27 weeks; onlay 
grafts used in the most favorable type of case aver- 
aged 20 weeks; and the dual type graft which was 
used only in those instances in which slow union was 
anticipated by other methods, averaged 19 weeks.” 
Of 112 dual ‘grafts used to bridge bone defect there 
were only 20 cases of delayed union (beyond sixteen 
weeks) and no failures without complicating factors. 
He concluded that the use of the inlay grafts should 
be reserved for those cases of delayed union showing 
evidence of some healing. The massive cortical onlay 
graft was the graft of choice for cases with uncom- 
plicated nonunion of long bones. Cases having a 
bone defect, nonunion near a joint, or marked de- 
mineralization or sclerosis of the bone fragments were 
treated best by means of the dual onlay graft. The 
latter type of graft affords rigid fixation which is 
absolutely essential if early functional use of the ex- 
tremity is to be allowed. 

Eggers’ has demonstrated the importance of the 
contact-compression factor in stimulating osteogenesis 
and producing union of fracture surfaces. This factor 
is described as being the “combination of contact and 
the force to promote contact, exerted on bone struc- 
tures.” It is therefore highly desirable to promote 
early activity of the extremity in order to gain a 
more ideal pressure and contact of bone structures 
with the resultant enhanced osteogenetic activity. 
The proper choice and placement of bone grafting 
material, whether used singularly or in combination, 


HEART DISEASE VICTIMS 


Heart disease victims who recover from an initial attack 
have a good chance of living for many years after the 
attack, according to Metropolitan Life Insurance Company 
statisticians. More than 70 per cent of a group of white 
men, disabled by heart disease but later recovered sufficient- 
ly to return to work, were still alive after five years. Those 
disabled solely by arteriosclerotic heart disease showed a 
five year survival of 85 per cent and a ten year survival of 
70 per cent. Of those with arteriosclerosis and coronary 
occlusion, more than 50 per cent survived for ten years. 


will allow early supported function of the extremity, 
thus hastening the formation of bone architecturally 
capable of sustaining the stress of muscle pull and 
weight bearing. 


CONCLUSION 


Bone grafts are utilized to bridge a gap berween 
bones or to reestablish the continuity of a long bone 
as in (1) nonunion of bones with or without loss 
of bone substances; (2) filling of defects or cavities 
in bone caused by trauma, tumor, or infection; (3) 
joint arthrodesis as following tuberculosis or polio- 
myelitis, or for fusion of the spine; (4) stabilizing 
procedures such as bone block for drop foot; (5) cor- 
rection of deformities; and (6) establishment of 
union in a pseudarthosis. 


Each case requiring the use of bone grafting mate- 
rial demands mature consideration of the individual 
problem presented. This includes the determination 
of the type of grafting material most suitable, the 
location at which the bone graft is to be employed, 
the character of the host bone to which the graft is 
to be attached, and the nature of the bone lesion. 


Bone grafts are highly successful when adequately 
planned, correctly applied, and properly placed. 
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TUBERCULOSIS SYMPOSIUM 

Thirty-five doctors from twelve states, Canada, and Ber- 
muda attended the third annual Symposium for General 
Practitioners on Tuberculosis and Other Chronic Diseases, 
which was held at Saranac Lake, N. Y., July 12-16. Spon- 
sored by the American Trudeau Society and local medical 
societies, this symposium had the largest number of doctors 
ever present for the program. 

In addition to lectures and panel discussions, there were 
demonstrations in fluoroscopy, roentgen-ray techniques, bac- 
teriology, pathology, and physiology. 
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Tue final diagnosis of any wide- 
spread bone disease is proved only by the x-ray and 
the laboratory (table 1). Routine roentgenograms of 
selected bones; determination of serum calcium, phos- 
phorus, and alkaline phosphatase; and measurement 
of urinary excretion of calcium following the Aub 
diet” are usually required for diagnosis. Often re- 
quired are studies of serum proteins, urine for Bence 
Jones protein, stool for fat excretion, bone marrow 
aspiration, and renal function. 

Bone is formed by osteoblasts which lay down an 
extracellular substance called osteoid or matrix; then 
alkaline phosphatase acts to precipitate inorganic 
calcium, phosphorus, and carbonate into this organic 
matrix to produce hard bone. Bone is resorbed by 
large multicelled osteoclasts. In both growing and 


of __TABLE 1.—Usual Bioc hemistry of Bone Disease . 
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B. Osteitis deformans (Paget's disease) . 
C. Destruction by malignant disease. 
D. Destruction by granuloma. 


OSTEOPOROSIS 


In osteoporosis the osteoblasts fail to lay down suf- 
ficient matrix, but that matrix which does appear is 
normally calcified since there is no disturbance of 
calcium and phosphorus metabolism. Osteoporosis 
may result from a lack of protein or vitamin C in 
cases of malnutrition, disuse atrophy, senility, hyper- 
adrenocorticism resulting from Cushing's syndrome 
or excessive administration of cortisone, hyperthyroid- 
ism, and hypogonadism. The most common cause of 
all osteoporosis is postmenopausal hypogonadism. 
Occasionally the cause cannot be determined. 








Disease Alkaline Serum Serum Urinary 
Phosphatase Phosphorus Calcium Calcium 
Osteoporosis. . ; N N N OO or N 
Osteomalacia , N o © N oD) DO or > 
Primary hyperparathyroidism No Q Od << <> 
Renal osteodystrophy N 0 @ <> N o © << 
Fibrous dysplasia... .. . bidet aaa sit N N N N 
Osteitis deformans a N N <> 
Malignancy and granulomas N co & N or N or <> N or & 








adult bone, there is a dynamic balance of these proc- 
esses. Generalized bone diseases are associated with 
an imbalance of these processes. Albright and Reifen- 
stein,! from whose book I have drawn heavily for this 
presentation, have formulated a classification of 
metabolic bone disease based on these imbalances. 
The following classification is modified to include 
certain other bone diseases considered in differential 
diagnosis: 
I. Generalized 
disease ) . 
A. Too little calcified bone. 
1. Too little bone formation. 
a. Deficient matrix formation (osteoporosis). 
b. Deficient calcification of matrix (osteoma- 
lacia). 
2. Too much bone resorption: osteitis fibrosa cystica 
(generalisata ) . 
B. Too much calcified bone (omitted in this paper). 


bone disease (so-called metabolic bone 


II. Localized bone disease (usually not called metabolic). 
A. Fibrous dysplasia of bone (Albright’s disease). 





Read before Section A (Medical), Texas Medical Association, An- 
nual Session, San Antonio, May 4, 1954. 
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The level of serum calcium and phosphorus is 
normal; the serum alkaline phosphatase level remains 
normal or low. Urinary excretion of calcium will be 
altered according to the status of the process. If osteo- 
porosis is progressing, as may be seen in disuse 
atrophy immediately following immobilization of a 
limb in a cast, calcium excretion will be increased. If 
osteoporosis is regressing, as may be seen immedi- 
ately following removal of the cast and resumption 
of motion of the limb, the calcium excretion will be 
diminished; if the osteoporosis is stationary, as may 
be seen in long standing postmenopausal osteoporo- 
sis, the calcium excretion is normal. Hypercalciuria, 
and occasionally renal calculus formation in acute 
bone atrophy, may closely simulate hyperparathy- 
roidism. These chemical studies are seldom required 
since usually the diagnosis is easily made from the 
history and radiologic findings. 


Radiologic findings of osteoporosis are character- 
istic.’ With the exception of localized disuse atrophy, 
there is a predilection for thinning of bone in the 
pelvis and spine, and to a lesser extent in the skull, 
and rarely in the extremities. The trabecular mark- 
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ings are intact unless osteoporosis is severe. Patho- 
logic fractures occur but not pseudofractures as seen 
in osteomalacia. The vertebral plates remain distinct 
even though compression of vertebral bodies occurs. 
There is no periosteal resorption in the phalanges, 
and the lamina dura of the teeth remains intact. 


Treatment of osteoporosis requires correction of 
the causative factors and includes proper diet for 
nutritional inadequacy, adrenalectomy for Cushing’s 
syndrome, release from immobilization for disuse 
atrophy, and use of androgens and estrogens for post- 
menopausal and senile atrophy. Often more than one 
factor needs correction; for example, in senile pa- 
tients a high protein diet, increased physical activity, 


and administration of estrogens and androgens are 
all indicated. 


Frequently the pain from compression fractures of 
the vertebrae is partially relieved by administration 
of steroids. Estrogen may be given daily by oral ad- 
ministration of any of several preparations, including 
diethylstilbestrol, 0.5 mg.; estrone sulfate, 2 to 3.75 
mg.; or ethinyl estradiol, 0.5 to 1 mg. Intramuscular 
injections are not necessary and do not enhance 
results. To prevent irregular estrogenic bleeding, the 
treatment may be interrupted each month for a week 
to produce regular estrogen withdrawal bleeding. 
Testosterone when swallowed loses most of its thera- 
peutic effect. Sublingual testosterone proprionate, 10 
mg. each day, or intramuscular testosterone proprio- 
nate or slow acting testosterone, 25 mg. each week, 
may be given to enhance the calcium retention pro- 
duced by estrogens. Only rarely will these doses 
cause masculinizing effects. Salt-retaining tendencies 
produced by these steroids usually may be overcome 
by a low salt diet or the administration of ammonium 
chloride. The patient must be examined carefully for 
a cancer which may be aggravated by these steroids. 
I have never seen or heard of a cancer produced in a 
patient by this treatment, but this possibility must be 
kept in mind. 


OSTEOMALACIA 


Osteomalacia results from generalized decalcifica- 
tion of bone. The osteoid or matrix is laid down 
normally, but there is a deficiency in its calcification. 
Osteomalacia is caused by deficient absorption of 
calcium from the intestinal tract or by excessive ex- 
cretion of calcium by the kidneys. 


The level of either the serum calcium or serum 
phosphorus, or both, is low so that the product of the 
two in milligrams is lower than normal, usually less 
than 35. The serum alkaline phosphatase is elevated 
as a result of the excessive activity of the osteoblasts, 
which attempt to form strong bone in the presence 
of abnormal decalcification. 


Radiologic study reveals generalized decalcifica- 
tion. A characteristic finding is pseudofractures, 
which are ribbonlike zones of decalcification extend- 
ing through the cortex of bones at right angles to the 
margins. Apparently these are partial fractures into 
which osteoid has formed but calcification has failed 
to occur. They are often bilaterally symmetrical and 
involve especially the scapulas, pubes, ribs, and 
femurs. Pseudofractures may appear even before gen- 
eral decalcification is obvious (Milkman’s syndrome). 
Subperiosteal resorption in the phalanges and granu- 
lar decalcification of the skull are not seen. Rarely 
loss of the lamina dura occurs. In cases resulting from 
renal acidosis there often may be bilateral, severe, 
and extensive nephrocalcinosis or nephrolithiasis. 

Osteomalacia as a result of deficient absorption of 
calcium from the intestinal tract may occur as rickets 
or vitamin D deficiency in childhood and is corrected 
by small doses of vitamin D. In this country rarely, if 
ever, does simple rickets or vitamin D deficiency 
occur in adults, but this condition is said to occur in 
China. Resistance to vitamin D is said to produce 
osteomalacia and is curable with huge doses of vita- 
min D. Steatorrhea is the most common cause of 
osteomalacia and results from diminished intestinal 
absorption of fat-soluble vitamin D and calcium. 
Steatorrhea may result from sprue, chronic pancrea- 
titis, or extensive destruction of the small bowel by 
disease or surgery. Treatment is attempted with.a low 
fat, high protein diet and by large doses of vitamins, 
all of which are known to be poorly absorbed in this 
disease, and by the administration of cortisone.® 


Osteomalacia as a result of excessive urinary excre- 
tion of calcium may occur in three unusual condi- 
tions. One of these is renal acidosis resulting from a 
form of nephritis in which there is extreme tubular 
damage without glomerular damage. The damaged 
tubules are unable to form sufficient ammonia to 
neutralize the acid ions which the kidneys are obliged 
to excrete. This results in the excessive excretion of 
base, including calcium, from the blood with the 
final result of decalcification of bone. The hypercal- 
ciuria often leads to extensive nephrolithiasis. Treat- 
ment is directed toward replacing the serum base as 
rapidly as it is excreted in the urine, thus sparing the 
bones as a source of base. This is accomplished by 
giving large doses of sodium citrate by mouth (50 to 
100 mm. daily of Shohl’s solution, 140 Gm. of citric 
acid and 98 Gm. of sodium citrate dissolved in 1 L. 
of water, as needed to produce an alkaline urine). 
Meanwhile calcium absorption may be enhanced by 
the administration of vitamin D. 

The second form of renal acidosis with osteo- 
malacia is Fanconi’s syndrome.* This is one of several 
rare and incompletely understood syndromes charac- 
terized by urinary excretion of large amounts of 
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amino acids. Other features of Fanconi’s syndrome 
include retarded growth, albuminuria, renal glyco- 
suria with increased organic acids, ammonia, phos- 
phorus and calcium in the urine, hypophosphatemia 
without hypercalcemia, and no azotemia. Degenera- 
tive changes in the renal tubules are found. Appar- 
ently these damaged tubules are unable to resorb 
certain solutes from the glomerular filtrate and the 
resulting excessive excretion of phosphate and cal- 
cium leads to decalcification of the bone. Treatment 
should be the same as for renal acidosis with tubular 
nephritis mentioned previously, including Shohl’s 
solution, high calcium and phosphorus intake, and 
massive doses of vitamin D.* 

The third form of osteomalacia results from idio- 
pathic hypercalciuria. This is not associated with 
renal acidosis and is not benefited by administration 
of alkali. The hypercalciuria tends to produce a low 
level of serum calcium and decalcification of bone 
with negative calcium balance. Renal stones are com- 
mon. If the kidneys have not been damaged by stones, 
treatment by a high calcium, high vitamin D intake 
effectively controls the bone changes. 


HYPERPARATHYROIDISM 


Adenoma, adenocarcinoma, and diffuse hyperplasia 
of the parathyroids may produce the identical picture 
of primary hyperparathyroidism.® Secondary hyper- 
parathyroidism is a response to some condition out- 
side the parathyroid glands. Excessive parathyroid 
hormone is thought to produce excessive excretion 
of phosphate by the kidneys, thus lowering the level 
of serum phosphate and disturbing the normal cal- 
cium-phosphorus equilibrium. This results in an in- 
creased level of serum calcium and an increased 
resorption of bone in an effort to maintain the high 
serum calcium. The high serum calcium level is 
responsible for an excessive excretion of calcium in 
the urine. In turn, there is an increased formation of 
bone to compensate for the increased resorption. 
This often leads to an increased serum alkaline phos- 
phatase. Briefly this series of events is reflected in 
decreased serum phosphorus and increased serum cal- 
cium, increased urinary excretion of calcium and 
phosphorus, and often an increased serum alkaline 
phosphatase. 


Symptoms result from one or more of the follow- 
ing three changes: hypercalcemia, depletion of cal- 
cium from bone, and hypercalciuria. Hypercalcemia 
produces polyuria; polydipsia; gastrointestinal symp- 
toms of anorexia, nausea, vomiting, and abdominal 
pain; and neuromuscular symptoms of fatigue, weak- 
ness, stupor, loss of muscle tone, and constipation. 
Only a few cases of hyperparathyroidism have been 
diagnosed by these symptoms. 
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Symptoms resulting from depletion of calcium 
from the bones are responsible for about 25 per cent 
of the cases diagnosed. Minimal bone disease causes 
vague pains and backache, and more marked changes 
result in osteitis fibrosa cystica generalisata (von 
Recklinghausen’s disease) with bone tenderness, 
pathologic fractures, decreased stature, deformities, 
bone cysts, and tumors. The disease produces charac- 
teristic roentgenologic changes. Early findings are 
moderate rarefaction of the bones of the hands, skull, 
or jaw, with ground-glass or miliary type thinning. 
Of great diagnostic significance is the lacelike sub- 
periosteal resorption of cortical bone of the phalan- 
ges which Pugh considers to occur only in primary 
and secondary hyperparathyroidism.? Loss of the 
lamina dura around the teeth may be an early finding 
of special diagnostic value. Advanced bone changes 
are generalized decalcification, disordered trabecular 
arrangement, and variable sized cystic lesions. 

Hypercalciuria is responsible for the most common 
clinical picture of hyperparathyroidism, that of renal 
calculi with colic or obstruction. In prolonged cases 
there is infection, pyelonephritis, and uremia. Rarely 
fulminating “parathyroid poisoning” may exhibit 
nephrocalcinosis or calcification of renal substance 
with renal failure. 

Proof of the diagnosis of hyperparathyroidism de- 
pends on the demonstration of a combination of in- 
creased serum calcium of more than 10.5 mg. per 100 
cc. or preferably 11 mg. and reduced inorganic phos- 
phorus of less than 3 mg. per 100 cc. or preferably 
2.5 mg. Repeated tests should be made. The patient 
should be given a standard low calcium diet for sev- 
eral days, after which the urinary excretion of cal- 
cium should be measured. Normally it should be less 
than 100 mg. daily, whereas patients who have hyper- 
parathyroidism usually excrete more than 200 mg. 
daily. Increased serum alkaline phosphatase indicates 
only the presence of bone disease, not parathyroid 
disease. For ordinary exclusion of the disease a nega- 
tive Sulkowitch test for excessive calcium in the 
urine is sufficient. 

The two other diseases which produce hypercal- 
cemia are hypervitaminosis and acute osteoporosis of 
disuse. These are the most difficult to differentiate, 
but all other cystic and demineralizing diseases of 
bone and secondary hyperparathyroidism must be 
considered in the differential diagnosis. 

The only treatment is surgical removal of the 
adenoma or occasional. multiple adenomas if present, 
or if diffuse hyperplasia is the cause, removal of all 
except about 100 mg. of tissue. One must be certain 
before operation that the diagnosis is correct since 
the tumor may not be found in the neck and it may 
be necessary to split the sternum and explore the 
mediastinum. Occasionally, however, the tumor may 
be palpated preoperatively in the neck. 
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If the serum alkaline phosphatase level is elevated, 
severe transient of permanent tetany may appear 
postoperatively requiring massive doses of dihydro- 
tachysterol and calcium. Occasionally these tumors 
are malignant and metastasize beyond surgical reach. 


Radiation therapy may be of some benefit in such 
instances. 


Secondary hyperparathyroidism due to long stand- 
ing renal insufficiency may be indistinguishable 
roentgenographically from primary hyperparathyroid- 
ism except in children in whom chronic renal disease 
leads to the additional finding of altered epiphyses 
and calcium deposits around joints. These epiphyseal 
changes led to the term “renal rickets.” Any condi- 
tion which leads to glomerular insufficiency includ- 
ing chronic glomerulonephritis, pyelonephritis, poly- 
cystic kidneys, and congenital obstructions of the 
urinary tract may produce renal osteodystrophy. The 
mechanism of the bone changes is not understood, 
but Albright! has expressed the belief that elevation 
of serum phosphorus as a result of renal failure leads 
to a compensatory low serum calcium level and sec- 
ondary hyperfunction of the parathyroids. The severe 
acidosis present leads to increased urinary excretion 
of calcium. Also found is a high nonprotein nitrogen 
and acidosis with low carbon dioxide level in the 
serum. Extensive vascular calcifications and calcium 


deposits around joints may be seen. Albright has 
claimed excellent improvement of the bone lesions 
following the administration of large doses of sodium 
citrate in Shohl’s solution (mentioned previously ) to 
conserve bone and administration of vitamin D 


(50,000 units daily) to increase intestinal absorption 
of calcium. 


Vitamin D intoxication results from prolonged 
administration of vitamin D for arthritis. Since the 
advent of cortisone this treatment seems to be used 
less frequently and its complications are now seldom 
seen, but it should be mentioned since it may produce 
a chemical, roentgenologic, and clinical picture iden- 
tical to hyperparathyroidism, the differentiation de- 
pending entirely on the history. 


FIBROUS DYSPLASIA OF BONE 


Fibrous dysplasia of bone is a localized disturb- 
ance of bone development and not a so-called meta- 
bolic disease. It produces cystic lesions similar to those 
of hyperparathyroidism. For years the two conditions 
were not segregated and the title osteitis fibrosa cystica 
or von Recklinghausen’s disease was applied to both. 
The lesions usually appear in childhood and progress 
slowly into adult life. 

Calcium and phosphorus metabolism are not dis- 
turbed. The alkaline phosphatase remains normal 
unless there is extensive bone involvement in which 


case it may be slightly elevated. Large solitary or mul- 
tiple cystic areas appear in the marrow and the cor- 
tex in which bone and marrow are replaced by fibrous 
tissue. Intervening bone is normal. The overlying or 
nearby skin may be covered by cafe au lait nonele- 
vated patches of pigmentation. The bone and skin 
lesions usually show a distribution in keeping with 
one or more of the nerve root segments. When the 
bone and skin lesions are accompanied by endocrine 
changes and precocious puberty in girls, it is called 
Albright’s syndrome. 

Roentgenographic changes include large cystlike 
areas with thinning and sometimes expansion of the 
overlying cortex. The lesions are usually multiple and 
unilateral, but when a single lesion is present, it may 
be confused with a giant-cell tumor or solitary bone 
cyst. When extensive, the lesions may be bilateral 
with a preponderance on one side of the body. Some- 
times the long bones are shortened and exhibit bow- 
ing or pathologic fractures. When involved, the skull 
has characteristic expanding radiolucent areas resem- 
bling cysts. The base of the skull and maxillas may 
be thick and dense, obliterating the sinuses and de- 
forming the orbits. The remaining bone including 
the lamina dura is normal. 


Treatment is directed toward orthopedic correc- 
tion of deformities resulting from pathologic frac- 
tures and crooking of the long bones. No treatment 


is yet available to correct the underlying development- 
al disturbance. 


OSTEITIS DEFORMANS 


The lesions of osteitis deformans or Paget’s dis- 
ease although usually widespread are well demarcated 
lesions with normal bone ‘intervening. A vascular 
disturbance strongly suggestive of an arteriovenous 
shunt with active bone destruction followed by bone 
regeneration is thought to be the underlying cause. 
The skin overlying the active lesions is warmer and 
may be slightly reddened and swollen. The disease 
occurs in older patients and involves predominantly 
points of bone stress and muscle attachments of the 
pelvis, the femurs, the spine, and the skull. There is 
a high incidence of osteogenic sarcoma. 


The serum calcium and phosphorus are usually nor- 
mal or slightly increased. The alkaline phosphatase is 
elevated and may be extremely high. During active 
stages or following immobilization of pathologic frac- 
tures, there is hypercalcemia and hypercalciuria, and 
renal stones may form. 


Roentgenologic findings are characteristic, the le- 
sions exhibiting three zones, one of normal bone, one 
of bone destruction, and one of overgrowth of bone. 
Since there is no normal trabecular pattern in the re- 
grown bone, it is weak and tends to develop frac- 
tures or bow. Patches of the process are scattered 
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through the bone in irregular sizes and shapes, pro- 
ducing a coarse moth-eaten appearance. 

There is no effective treatment. A high calcium 
diet and vitamin D administration have not been ap- 
preciably beneficial and should be avoided following 
fracture and immobilization in order to prevent renal 
calculi. The patient should be kept as active as pos- 
sible to prevent osteoporosis of remaining normal 
bone. Estrogen therapy has been suggested for its 
calcium-retaining property. Widespread pain may re- 
quire narcotics, and localized painful areas must be 
observed with suspicion of complicating osteogenic 
sarcoma. Benefit following therapy with cortisone has 
been reported recently.* 


DESTRUCTION BY MALIGNANT 
DISEASE 


Primary and metastatic lesions of bone may pro- 
duce pictures almost indistinguishable from hyper- 
parathyroidism or other metabolic bone disease. The 
roentgenologic and chemical findings may be identi- 
cal. Usually the metastatic lesions are well demarcated 
from areas of normal bone. Only rarely is diffuse in- 
volvement of bone seen, and in such instances bone 
marrow aspiration biopsy should be diagnostic. The 
primary malignant lesion also may be obvious. Al- 
though the serum calcium level is often high, the 
serum phosphorus is usually normal or slightly ele- 
vated. Hypercalciuria and renal stones may be seen. 
Carcinoma of the breast, prostate, thyroid, kidneys, or 
lungs; lymphomas; and many sarcomas are most prone 
to metastasize to bone. Multiple myeloma may pro- 
duce a confusing picture, but Bence Jones protein- 
uria and altered serum proteins, when present, along 
with the findings in the bone marrow aspiration are 
diagnostic. Benign cysts and tumors of bone may be 
multiple and confused with hyperparathyroidism. 


DESTRUCTION BY 
GRANULOMAS 
Destruction by granulomas includes several rare 
diseases which usually are easy to differentiate from 
metabolic bone disease. The infectious granulomas of 
bone, such as syphilis and tuberculosis, are usually 
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distinctive. Boeck’s sarcoid may present hypercalciuria, 
renal stones, and high alkaline phosphatase. The high 
serum globulin level, the pulmonary changes, and 
the punched-out areas in the phalanges are diagnostic 
criteria. Xanthomas, hemangiomas, Gaucher's disease, 
and eosinophilic granulomas may produce widespread 
cystic changes which require biopsy for diagnosis. 


SUMMARY 


So-called metabolic bone disease may be the result 
of inadequate formation of bone matrix in osteopor- 
osis, insufficient availability of calcium for bone for- 
mation in osteomalacia, and excessive bone resorption 
in hyperparathyroidism. Localized bone disease, usu- 
ally not called metabolic, may be seen in fibrous dys- 
plasia of bone ( Albright’s disease ) , osteitis deformans 
(Paget's disease), destruction by malignant disease, 
and destruction by granulomatous lesions. 

The final diagnosis of metabolic or generalized dis- 
eases of bones is proved only by the x-ray and the 
laboratory. Selected roentgenograms and serum calci- 
um, phosphorus, and alkaline phosphatase studies are 
required for diagnosis, and occasionally other tests 
are needed. Clinical management of each of the types 


of metabolic bone disease is different and dependent 
on the underlying cause. 
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BORIC ACID IN BABY POWDER 

Boric acid in dusting powders can be used safely for 
babies, two New York physicians, Dr. Alfred J. Vignec and 
Dr. Rose Ellis, said in the July American Journal of Dis- 
eases of Children. The doctors report that infant deaths 
from boric acid solutions have been caused only by “ignor- 
ant” or accidental misuse of strong preparations and that 
standard baby powders “carefully tested and manufactured 
by ethical firms’ usually contain no more than 5 per cent 
boric acid and are not harmful. 

The doctors consider it unfortunate that it has not been 
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made clear that all deaths have been due to “accidental, 
ignorant, and at times negligent handling” of solutions, oint- 
ments, and powders containing high concentrations of boric 
acid. They state that the greatest number of fatal cases have 
been from the accidental swallowing of boric acid by new- 
born infants. 


The Library of the Texas Medical Association began its 
reference and lending service in 1931. The present expand- 


ed service is available to members without charge upon re- 
quest. 
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PELLEGRINI-STIEDA’S DISEASE 


Report of 6 Cases 


A. ROSS DAVIS, M.D; GEORGE V. MILLER, M.D; and 
T. SMITH, M.D. Houston, Texas 


PELLEGRINI-Stieda’s disease in the 
literature is also known as periarticular ossification of 
the tibial collateral ligament. This is a relatively rare 
condition as manifested by the fact that Russell and 
Smith,'® in an examination of 9,218 roentgenograms 
of different knees in an Army general hospital, found 
only 8 cases of the disease. It is for this reason that 
we at Hermann Hospital are reporting on our 6 cases. 

This disease was first described by Pellegrini’: '* 
in 1905 and by Stieda in 1908. Since that time numer- 
ous cases have appeared in the literature. The largest 
series reported in this country to date is of 42 cases 
presented by Dr. Jerome G. Finder® of the Cook 
County Hospital in Chicago. In March, 1942, Kulow- 
ski? found only 60 cases in the English literature, and 
in April, 1949, there were 8 cases recorded from the 
Mayo Clinic.’ A much larger series has been reported 


in the European literature according to Kulowski’: '4 
and Pellegrini. 


PATHOLOGY 


The disease jis characterized by a deposit of calcium 
or bone just over the medial femoral condyle. The dis- 
ease is usually preceded by trauma, either of the re- 
peated chronic type or by a single acute episode. The 
disease is more common in men, and particularly men 
in the younger age groups. However, cases of patients 
as young as 12 years of age and up to 71 years have 
been described. There appears to be no particular 
racial distribution. 


The trauma that precipitates this calcification is 
either direct or indirect and occurs in most instances 
when the leg is flexed and externally rotated. The 
onset of the disease with calcification is usually less 
than three weeks following the initial trauma. 


Anatomically the tibial collateral ligament, or the 
internal lateral ligament, is a fibrous or membranous 
band lying adjacent to the knee joint and extending 
from the medial condyle of the femur to the medial 
condyle of the tibia. The ligament bears a relation- 
ship to the tendons of the sartorius, gracilis, and 
semitendinosus muscles and associated bursas.1® Bran- 
tigan and Voshell' believed this to be calcification of 
the bursa beneath the ligament and not actually of the 
tibial collateral ligament itself. This opinion, how- 
ever, does not seem to be shared by the majority of 
writers on this subject. Since there is disagreement 


EDWARD 






among the authors as to the exact location of the 
calcified or ossified mass, there is also much disagree- 
ment as to the possible etiology. 


Some think the pathologic process is essentially the 
same as that seen in myositis ossificans.® Pelligrini be- 
lieved that the calcification was due to subperiosteal 
hemorrhage and subsequent metaplasia of the medial 
collateral ligament. Callen* related the condition 
simply to well known factors that concern calcifica- 
tion in the tissues which are dead and in a state of 
reduced vitality. Since fatty degeneration precedes cal- 
cification, this may explain the interval of lag follow- 
ing injury until the shadow becomes manifest. Growth 
of the process then may be dependent upon the state 
of vitality of the tissues sensitized or affected. Since 
bone is a secondary tissue, it must be preceded by 
cartilage or fibrous tissue. 

The etiology also has been variously ascribed to 
separation of a bone fragment from the femoral con- 
dyle, to development of a small hematoma within the 
connective tissues with subsequent calcification, and 
to fractureless callus as a result of periosteal tear and 
proliferation. Nachlas and Olpp'® stressed the co- 
existence of chronic arthritis of the knee in their 
series of cases. In addition, they also thought that 
there was a membrane present which lay-beneath the 
fascia and enveloped the entire medial femoral con- 
dyle. This membrane overlying the adductor tubercle 
became atretic, and hemorrhage and calcification fol- 
lowed. 

We may conclude from this that trauma followed 
by degeneration and necrosis is certainly the path- 
ogenic process, regardless of its location.* Histopath- 
ologically there have been three types of bone growth 
described. Finder® listed these three types as predomi- 
nant primitive infiltrative type on the basis of con- 
nective tissue, callus-like bone formation, and en- 
chondral bone formation. Early in its evolution the 
lesion may contain little calcium and have a poorly 
defined margin. As calcification progresses, the lesion 
becomes more mature and may remain in this state 
permanently. Usually, however, this calcium deposit 
is invaded by blood vessels, and the lesion becomes 
ossified. This ossification usually occurs in the cen- 
ter of the lesion and spreads peripherally, gradually 
enveloping the hyaline cartilage and fibrocartilage 
which precedes this ossification. 
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DIAGNOSIS 


The diagnosis is established on the basis of roent- 
gen-ray findings. A narrow space usually separates 
the lesion from the adductor tubercle. Some authors 
use this as a criterion for diagnosis; however, others 
feel that large masses may fuse to the medial condyle 
of the femur. Characteristically, on roentgen-ray ex- 
amination a crescent shaped area of calcification is 
directed vertically or obliquely in the soft tissues just 
medial to the inner condyle of the femur and appear- 
ing to cap the epicondyle. Calcification can be dis- 
tingushed from ossification on roentgen-ray only by 
the presence of trabeculations.* This calcification or 
ossification may be triangular or fusiform as well as 
crescentic. Various authors have described two dif- 
ferent radiologic types of disease occurring in this 
region. The first is described as an evolutive type in 
which there is hazy or fuzzy opacification, which is 
not clearly demarked from the epicondyle. The second 
type has been described as the stabilized type with 
a dense sharply outlined ossified shadow clearly sepa- 
rated from the epicondyle.® Only a small number of 
cases that showed a tendency to deposition of calcium 
in other parts of the body have been reported. 

The symptoms and physical findings include ten- 
derness over the involved area with aching on weather 
changes, and tension on the ligament accentuates the 
pain. The patient will likely hold the involved joint 
in slight flexion, and extremes of flexion and ex- 
tension will cause discomfort. Prolonged walking also 
seems to result in vague aching about the knee joint. 
Palpation over the adductor tubercle area reveals the 
local sensitiveness, and also the calcified area is some- 
times palpable. In addition, some of the cases observed 
have shown atrophy of the thigh and calf muscles. On 
the basis of these symptoms and the history of trauma 
compatible with the establishment of this process, 
serial roentgen-ray study may be helpful in early 
recognition of the disease. 

The differential diagnosis should include enchon- 
droma, myositis ossificans, and paraosteal arthro- 
pathies in paraplegia. Characteristically on the roent- 
genogram there is a clear radiolucent space of varying 
degree between the shadow and the femoral condyle. 

This is important in ruling out osteoma, periostitis, 
fracture of the femoral condyle,’® and to a lesser de- 
gree the conditions mentioned previously. Other con- 
ditions which should be ruled out include semilunar 
cartilage tears, rupture of the cruciate ligament, avul- 
sion of the tibial spine, detachment of the tibial 
tubercle, and joint mouse. 

The disease may be prevented in some cases in 
which the trauma typical of that producing the lesion 
is suspected and the knee is put at rest. In other cases 
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if pain has developed, roentgen-ray therapy may re- 
lieve the pain and prevent the characteristic calcifica- 
tion of Pellegrini-Stieda’s disease from occurring.” If 
the disease already has begun, some of the cases will 
benefit from physical therapy, which should consist 
of diathermy, and some of these lesions will heal 
spontaneously.'? Injection with local anesthetic is 
often helpful also. Finally, some cases will require sur- 


gical excision with plastic repair of the ligament thus 
releasing the tension.* 


CASE REPORTS 


CASE 1.—M. S., a 21 year old white football player, was 
injured on October 7, 1953, at which time he received a 
twisting injury to the knee which was in flexion at the time. 
This occurred while he was being tackled on the football 
field. The knee became painful immediately, but he con- 
tinued to run and noticed that the knee -was particularly 
painful when he attempted to cut to the left. That night 
swelling became marked in the knee, and he had difficulty 
bending the knee the next morning. The swelling persisted 
for about two weeks, during which time he noticed that the 
knee hurt him on the inner aspect while he was lying in 
bed, and he was unable to flex the knee past an angle of 30 
degrees. Most of the pain was noted to he present following 
motion, however. Internal and external rotation were par- 
ticularly painful. He ran for about two weeks working out 
on the track, and then he noticed that the knee got stiffer 
after running a play and became worse. 

The first roentgenogram was made about three weeks after 
the initial injury and revealed beginning calcification. There 
was a sensitive area on the medial aspect of the knee for 
about six weeks. He was treated at Hermann Hospital with 
about twelve hours of ice packs, elevation, and pressure to 
the knee followed by whirlpool, diathermy, and seven courses 
of roentgen-ray therapy, which were completed about No- 
vember 6. The symptoms gradually subsided, and the patient 
was able to return to football and entered the Cotton Bowl 
game on January 1, 1954. However, the knee was still sore 
and painful, particularly on flexion, at that time. At pres- 
ent he lacks about a 5 degree angle of having complete ex- 
tension and has a palpable mass 1.50 cm. in diameter over 
the medial aspect of the knee. However, he is able to con- 
tinue all of his normal activities and feels that he is able to 
go at full speed in football. 


CASE 2.—R. E., a 24 year old white baseball player, re- 
ceived his injury the second week of March, 1952, at which 
time his left leg was externally rotated and flexed. This 
man, a left-handed pitcher, caught his heel as he was wind- 
ing up to pitch. At that time he was aware of crepitation in 
his knee and had immediate pain in it, followed by swelling 
shortly thereafter. For six to seven weeks he had a sensitive 
area on the medial aspect of the knee and had pain at the 
extremes of motion. Flexion and extension were both limited. 
His treatment included ice packs, diathermy, whirlpool, and 
exercise, which consisted of running up and down the stands 
and around the track. Now he has some crepitus present 
in his knee. He has a full range of motion, and his only 
symptom is that the injury sometimes causes an ache in the 
knee. 

CASE 3.—E. D., a 22 year old white man, was injured in 
the second week of July, 1953, when he was playing softball 
and slid into second base. At that time he had pain which 
eased up some, and later that night swelling developed. This 
was a flexion and external rotation type of injury which 
caused in addition to the pain and swelling some limitation 





FIG. la. Case 1. Roentgenogram showing crescent shaped calcifi- 
cation capping the epicondyle. 

b. Case 2. Extensive calcification of the tibial collateral ligament 
is revealed in the roentgenogram. 


c. Case 3. Roentgenogram of compact, circumscribed area of cal- 
cification. 


d. Case 4. 


An area of calcification closely adjacent to the condyle 
is seen in the roentgenogra 


e. Case Photomicrograph of pathologic specimen reveals actual 
ossification in the center of the tibial collateral ligament. x 54. 

f. Case 6. Faint, indistinct area of calcification adjacent to the 
medial condyle is shown in the roentgenogram. 
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of flexion. He was on crutches for two days at that time, 
and then he started motion. Swelling persisted for one week, 
and the pain persisted for two months. There was no special 
area of increased sensitivity, and he was unable to palpate a 
mass. He noticed that the knee loosened up some after walk- 
ing but was stiff after periods of immobility. His first roent- 
genogram was made two weeks after the initial injury and 
showed calcification. Another roentgen ray film made about 
six weeks after the initial injury showed approximately the 
same amount of calcification. He was treated with a hot pad 
early, and two weeks after the initial injury when the first 
roentgenograms were made diathermy was instituted and 
continued for three to four weeks after the injury. At pres- 
ent the patient has a full range of motion and notices only 
that the knee is somewhat sore and stiff after playing ball 
and when he is walking upstairs. 


CASE 4.—J. C. W., a 45 year old white man from Bren- 
ham, who was unemployed at the time he was seen, gave a 
history of having injured his right knee in approximately 
April, 1951, at which time he slipped in a hole and twisted 
his leg. Since that time he had gradually increasing severe 
pain in the knee and a feeling of tightness of the skin over 
the knee. The knee had never locked, but there was limita- 
tion of motion which was recorded as slight, and the knee 
gradually loosened up with rest and again became stiff with 
immobility. He had slight limitation of motion at the ex- 
tremes of flexion and extension at the time he was seen and 
no other positive findings according to the examiner. Roent- 
gen ray revealed calcification over the medial tibial collat- 
eral ligament, and the patient was taken to surgery on 
February 27, 1952, at which time a plaque of bone over the 
medial femoral condyle of the right knee was excised by 
sharp dissection. And, after this plaque was removed, it was 
necessary to remove the base of the ossified lesion with 
an osteotome. The patient had an uneventful postoperative 
course; he was up on the first postoperative day and dis- 
charged from the hospital on the fifth day with no com- 
plaints at that time. 

The pathologic specimen revealed actual ossification of 
the ligament with cancellous bone present in the center of 
the ligament (fig le). 

CASE 5:—G. B., a 46 year old Negro longshoreman, was 
injured February 15, 1946, by a 140 pound sack of flour 
which was thrown and hit the patient on the lateral side of 
his left knee. At that time he was seen by a physician and 
a roentgenogram was made, but he was not admitted to the 
hospital. Heat treatments were applied to his knee every 
day or so until May 17, when he was dismissed and told he 
could return to work. However, he continued to have pain 
in his knee, and although he walked on the leg, he did not 
return to work because of the pain. There was no history 
of other injury to the knee. At the time he was seen, he 
had pain in the knee and stiffness in it after walking. He 
was unable to flex the knee, and the knee was painful. He 
stated that a knot which appeared after the sack hit him 
gradually decreased in size, but it was still noticeable at the 
time he was seen. He had a full range of extension, but 
flexion was limited. He was brought into the hospital and 
operated on June 25, at which time an incision was made 
over the medial collateral ligament, and a small disklike 
mass was removed by sharp dissection. On August 28, he 
had a complete range of motion of the knee although there 
was still some tenderness in the skin. We believed that he 
had reached his maximum recovery, and he was considered 


as having a 5 per cent permanent disability as applied to 
the knee. 
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CASE 6.—B. L., a 37 year old Negro laborer, was injured 
about June 1, 1951, at which time the man struck the inner 
aspect of his left knee on a four wheel truck. This area be- 
came painful, but he was able to continue his work. He was 
seen by a physician on June 22, at which time examination 
revealed enlargement of the left medial femoral condyle. 
There was a complete range of motion, but tenderness was 
present over the condyle. No swelling was present. He con- 
tinued his normal activities and was seen again on August 31, 
still complaining of some discomfort on the medial side of 
the left knee. No specific treatment was recommended. He 
was estimated to have 10 per cent permanent disability as 
applied to his left knee. 


SUMMARY 


Pellegrini-Stieda’s disease is rarely reported but 
apparently occurs more frequently than the literature 
indicates. In these 6 cases trauma preceded the onset 
of the disease and is considered to be the cause. All 
6 cases occurred in males, which would emphasize 
trauma as a precipitating factor. The treatment of 
these cases varied from no treatment to surgical ex- 
cision. We believe that all patients should receive phy- 
sical therapy, particularly diathermy. The residual dis- 
ability of all cases was minimal. 

We would like to acknowledge the assistance of Mr. Eddie 
Wojecki, athletic trainer of Rice Institute, Houston, in secur- 
ing some of the clinical material for this article. 


Some of the roentgenograms were taken through the cour- 


tesy of Dr. Luther M. Vaughn of Hermann Hospital, Hous- 
ton. 


The photography was supported by the Norsworthy Fund 
for Research in Pathology. 





Hermann Hospital. 
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Clinical Evaluation and Management of the 


Painful Joint 
HOWARD C. COGGESHALL, M.D., Dallas, Texas 


Tue general practitioner of medicine 
is frequently confronted by patients whose chief 
complaint is joint pain. This may be a manifestation 
of arthritis, trauma, systemic disease, or neoplasm. In 
many instances, there may be symptoms arising from 
the nonarticular structures, namely, the muscles, liga- 
ments, tendons, fascia, and periosteum. The evalua- 
tion and significance of joint pain can be understood 
better if attention is given to the anatomic and physi- 
ologic factors involved. 


The joint is composed of articular cartilage, a 
synovial cavity, a synovial membrane, and a surround- 
ing fibrous capsule. The synovium is a specialized 
connective tissue membrane lining the joint cavity. 
A similar structure lines the tendon sheaths and bur- 
sae. In that articular cartilage and bone are devoid of 
nerve tissue, all pain must arise from the synovial 
membrane, periosteum, or fibrous capsule. The nerve 
fibers reach their end-organs by following along the 
course of the vascular system. These nerves may end 
as free nerve-endings or with special end-organs 
called the pacinian corpuscles. These bodies can be 
found in synovial tissue removed from the joints of 
patients suffering from rheumatoid arthritis. The 
most sensitive portion of a joint is along the junction 
of the periosteum with the articular cartilage, fibrous 
capsule, and synovial membrane. 

Joint pain is poorly localized, and frequently 1s 
referred to areas away from the joint. Many times 
pain from the knee is referred to the medial upper 
third of the tibia. Patients with painful shoulders 
frequently complain of discomfort in the midbiceps 
area. Hip conditions are associated with pain above 
the knee. Trauma and inflammation may cause ten- 
derness and spasm of the adjacent muscles. Joint pain 
may be induced by stretching, pinching, or tearing of 
the supportive articular tissues or by the development 
of abnormal conditions, such as neoplastic or inflam- 
matory disease. A diagnosis may be suggested by giv- 
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ing special attention to the character of the joint pain. 
The following discussion will be devoted to a few 


types of joint disease most commonly seen in a phy- 
sician’s office. 


FREQUENCY OF TYPES OF 
ARTHRITIS 


The relative frequency of various types of arthritis 
and rheumatic disease can be seen in table 1. It 1s 
evident that the frequency of arthritis is essentially 
the same, regardless of whether the patients are seen 
as consecutive admissions to special hospitals, at clin- 
ics, or in an office practice. A further examination of 
this table reveals that osteoarthritis, rheumatoid ar- 
thritis, fibrositis, and gouty arthritis make up from 
61 to 68 per cent of the patients admitted to special 
rheumatic disease hospitals. This group constitutes 
approximately 75 per cent of those seen in private 
practice. This difference is due to the large number 
of soldiers under treatment for psychiatric disturb- 
ances labeled “psychogenic rheumatism.” The group 
made up from 16 to 20 per cent of the total admis- 
sions in Army rheumatism centers. In private prac- 
tice one rarely sees this group of patients, with the 
exception of the compensation cases. 

Specific infectious arthritis, “septic,” is rare. This 
difficult problem has been solved by the introduction 
of antibiotics. For the same reason, gonorrheal arthri- 
tis, formerly responsible for 2 to 3 per cent of this 
group, is almost nonexistent. 


It is apparent from table 1 that the majority of 
patients complaining of joint symptoms will suffer 
from one of four conditions: osteoarthritis, rheuma- 
toid arthritis, fibrositis, or gouty arthritis. 


OSTEOARTHRITIS 


Osteoarthritis, a degenerative process, results from 
the gradual “wearing out” of the articular cartilage 
during a lifetime. Articular cartilage has a limited 
ability to regenerate or repair; thus defects caused by 
trauma remain a lifetime. Examination of the articu- 
lar cartilage of persons 40 years of age and above will 
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show roughened and fissured areas. This loss of ar- 
ticular cartilage continues until large areas of the 
joint surface become denuded. This process may be 
entirely painless until the poor alignment of the joint 
bearing surfaces causes additional stress upon the 
ligamentous marginal structures. This unaccustomed 
strain is responsible for pain and tenderness. Even- 
tually, there is bone proliferation along the junction 
of the fibrous capsule and the articular cartilage. 
These structures are frequently called osteophytes or 
spurs because of their roentgenologic appearance. 
Many times this new bone forms a ridge along 
the joint margin. Histologic examination of the sy- 
novial membrane and synovial fluid shows little evi- 
dence of inflammation. There is no evidence that 
infection plays any role in the etiology of degenera- 
tive joint disease (osteoarthritis). 

The disease is most frequently seen in middle-aged 
obese women. It occurs in the large weight-bearing 






TABLE 1.—Relative Frequency of Various Rheumatic Diseases in Consecutive Admissions. 
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correction of mechanical factors to prevent further 
joint trauma.’ Obese patients should be put on reduc- 
ing diets with a limitation of weight-bearing activi- 
ties. Frequently, patients may remain asymptomatic 
if they are not permitted to climb stairs. Many other 
measures are helpful, especially physiotherapy with 
the applications of heat twice a day at home using 
simple methods of heat application. The regular use 
of salicylates, in daily doses of 3 to 4 Gm., is recom- 
mended. Phenylbutazone may be used for short 
periods of time. This drug has definite limitations 
because of its toxicity. Skin rash, hematemesis, pur- 
pura, hematuria, agranulocytosis, and anemia are the 
most significant complications. These hazards may be 
minimized by keeping the daily dosage at 400 mg. 
The articular injection of 30 to 50 mg. of hydro- 
cortisone gives prompt and lasting benefit. The usual 
period of benefit is from ten days to two weeks. A 
few patients may be relieved for several months. 
Reconstructive. surgery of the hip is helpful unless 
contraindicated by a poor physical condition. This 


Hospital Clinic Office 
. : A B G D E F 
Diagnosis 1,000 Patients 800 Patients 200 Patients 200 Patients 
% % % % % 
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C: U. S. Army General Hospital.7 

D: P. S. Hench, Mayo Clinic, Rochester, Minn.* 

E: M. H. Dawson, Presbyterian Hospital Clinic, New York.* 

F: H. C. Coggeshall, Dallas. 


joints, especially the knees, hips, lumbar spine, and 
terminal phalangeal joints of the hands. Laboratory 
examinations are normal. Roentgenologic examina- 
tion may show narrowing of the joint space indicat- 
ing a thinning or loss of cartilage, proliferation of 
the bone along the joint margins, and an increased 
density of the bone in the subchondral area. 

A word should be said about the occurrence of 
Heberden’s nodes on the terminal phalangeal joints 
of the fingers. In many instances, patients fear that 
this is the first manifestation of a generalized crip- 
pling arthritis. At first, these small nodules may be 
acute and painful. Later, the pain subsides, leaving a 
firm hard nodule or ridge. The joints become asymp- 
tomatic, except for varying degrees of deformity of 
the terminal phalangeal joints. Stecher has found a 
definite increase in the familial incidence in a study 
of 7,000 persons.” He did not find a greater incidence 
of arthritis in the other joints of these people. 


Treatment of osteoarthritis is directed towards the 
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may be accomplished by inserting a Vitallium cup or 
by a replacement prosthesis of the femoral head and 
neck. 


RHEUMATOID ARTHRITIS 


Rheumatoid arthritis presents the most difficult 
problems in diagnosis and treatment. In many in- 
stances, the disease has an atypical onset which de- 
lays the making of a definite diagnosis. A careful 
history is important to bring out the constitutional 
symptoms that precede the arthritic involvement. The 
usual complaints are fatigue, loss of weight, anorexia, 
insomnia, depression, and irritability. Joint pain is 
worse in the morning, after periods of rest, and with 
weather change. Relief is obtained by exercise, heat 
application, and salicylates. The joint involvement is 
symmetrical with a predilection to the interphalan- 
geal joints. This tendency for the interphalangeal 
involvement gives the fingers a spindle-shaped ap- 
pearance. The swelling results from the inflammation 
in the synovium and joint effusion. 








614 
PAINFUL JOIN T— Coggeshall — continued 


In addition to the joint deformities, there may be 
generalized lymphadenopathy, enlarged spleen, cold 
clammy hands and feet, pigmentation of the skin, 
hyperkeratosis of the skin and nails, and atrophy of 
the skin and muscles. Psoriasis and subcutaneous 
nodules are seen in about 5 per cent of this group. 
Pericarditis is rare; I have seen 3 cases. 

The success of treatment depends upon a satisfac- 
tory physician-patient relationship. It is important 
for the physician to assume an optimistic attitude 
concerning the prognosis. Such an opinion is justi- 
fied by the reports of results of untreated patients 
followed for a five-year period: approximately 25 
per cent became asymptomatic, 50 per cent had good 
functional joints, and only 25 per cent showed pro- 
gressive crippling. Every attempt should be made to 
get the patient's attention away from the day-to-day 
progress to the months ahead. Treatment of arthritis 
should be directed to obtain an active participation 
by the patient. It is important to explain the nature 
of the disease and instruct him in the use of simple 
physiotherapy procedures and analgesics. 

Rest is important, but complete bed rest is to be 
avoided. This, of course, does not apply for short 
periods of time under hospital supervision. All bed 
patients should be taught a routine of nonweight- 
bearing exercises. Bed rest may encourage invalidism 
and promote loss of joint motion. Improper attitudes 
with pillows cause permanent flexion contractures. 
Bed splints are helpful in correcting and maintaining 
the arms and legs in good position. 

A definite program of graduated nonweight-bear- 
ing exercises should be carried out for the affected 
joints. Excessive exercises causing an increase of the 
joint pain on the following day should be avoided. 

There is no evidence that diet has any etiologic 
significance in arthritis. In general, the diet should 
include the daily vitamins, calcium, iron, and caloric 
requirements. Special high caloric diets should be 
given to combat anorexia, weight loss, and anemia. 
Vitamins should include the daily requirements only. 

Salicylates, acetysalicylic acid, or sodium salicylate 
in doses of 3 to 5 Gm. daily are the analgesic drugs 
of choice. Other drugs less desirable because of tox- 
icity, together with the conditions they may aggra- 
vate, are (1) phenylbutazone (Butazolidin), which 
in doses of 400 to 600 mg. daily gives marked anal- 
gesia but is of limited use because of its toxic quali- 
ties (agranulocytosis, hematemesis, anemia, salt re- 
tention); (2) aminopyrine (agranulocytosis); and 
(3) cinchophen (acute hepatitis). 

The use of gold salts (sodium thiosulfate, so- 
dium thiomalate, or thioglucose) is advisable in a 
limited number of patients with progressive resistant 
arthritis. The chief objection to its use is the toxic 


reactions. These reactions are of two types: (1) the 
acute allergic reaction to the initial small doses of 5 
to 10 mg., including fever, rash, leukopenia, enteritis, 
and nephritis, and (2) the late reactions including 
usually a skin rash, leukopenia, or purpura. The acute 
reactions can be minimized by giving doses of 
5 to 10 mg. weekly for a month and then gradually 
increasing the dose to not more than 25 mg. per 
week. The intervals of administration should be 
lengthened to three or four weeks as soon as there is 
improvement in the arthritis or a decrease in the sedi- 
mentation rate. Toxic reactions can be controlled by 
giving BAL (British anti-Lewisite), ACTH, or cor- 
tisone. 

Roentgen therapy is recommended for rheumatoid 
spondylitis, but not for peripheral joints. 

Cortisone should not be used routinely. It should 
be limited to those patients who get satisfactory re- 
lief from taking 75 mg. or less per day. This small 
dose rarely causes hypercortisonism. If ACTH is used 
for long periods, the dose should not exceed 20 mg. 
daily. In some instances patients may respond to 5 
mg. per day. The continued use of ACTH over a 
long period, twelve months or more, may be accom- 
panied by an increase in drug tolerance. In one in- 
stance, this tolerance was seen to develop over a 
period of twelve months to the point that as much 
as 180 units daily offered no relief of symptoms or 
joint swelling. Many patients with mild or moderate 
joint symptoms will receive marked benefit from 20 
mg. of ACTH once weekly. This weekly schedule of 
treatment is helpful in combating fatigue and depres- 
sion. 

The results of treatment of rheumatoid arthritis 
with hydrocortisone duplicate those obtained by the 
use of cortisone and ACTH. When administered by 
mouth, the daily dose required is slightly less, 40 to 
60 mg., and it is beneficial when injected into the 
joints, tendon sheaths, or bursae. The usual dose 
required is from 25 to 50 mg. 

Testosterone, 25 to 50 mg. per week, improves 
nutrition and combats fatigability. The antirheu- 
matic effect does not result if methyl testosterone is 
used. The reason for this difference may be due to 
the failure of the body to metabolize methyl testos- 
terone as evidenced by its excretion unaltered in the 
urine. Testosterone is metabolized, which may ac- 
count for its effectiveness. 

The use of large doses of pregnenolone fails to give 
any benefit in the treatment of rheumatoid arthritis, 
except for occasional improvement in the sense of 
well-being. 

Pregnenolone methyl ether, made by Max Huff- 
man in 1949, differs from pregnenolone because of 
its marked sedative-like action. Three of my patients 
having rheumatoid arthritis in 1949 received preg- 
nenolone methyl ether. There was no objective change 
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in the degree of joint involvement or the sedimenta- 
tion rate, but there was a marked subjective improve- 
ment in their well-being, ability to relax, and ability 
to sleep without sedation. Since that time, 12 patients 
have been given pregnenolone methyl ether with the 
same results. There is no evidence of any abnormality 
in the salt, water, or carbohydrate metabolism. One 
patient took 300 mg. daily for two years without 
disturbance of the menstrual cycle. The use of preg- 
nenolone methyl ether is useful in combating the ten- 
sion and depression associated with rheumatoid ar- 
thritis and frequently acts as a mild sedative. Patients 
with fibrositis and premenstrual tension benefit from 
its use. 


FIBROSITIS SYNDROME 


There are a large number of patients who complain 
of generalized skeletal “aches and pains” of the mus- 
cles and joints. The lack of objective signs of arthritis 
in the physical and laboratory examinations has ne- 
cessitated a separate classification of this group. The 
term fibrositis has been used for many years as a 
diagnosis of convenience and permits the physician 
to tell his patients, “You don’t have arthritis.” There 
is considerable controversy concerning the justifica- 
tion of this diagnosis, because it suggests an inflam- 
matory process as yet unproved. Fibrositis may be 
either primary, without any apparent cause or signs 
of systemic disease, or secondary, a manifestation of 
another disease such as unrecognized rheumatoid 
arthritis, rheumatic fever, trauma, or infections. 


Primary fibrositis is almost always associated with 
nervous tension and fatigue. The victim is not consid- 
ered “nervous,” but “high strung” and unable to relax. 
The person might be described as being “a perfec- 
tionist,” “a finicky housekeeper,” or an “emotional” 
misfit in office or home. Women with fibrositis give 
histories of prolonged periods of tension resulting 
from problems at home—difficult children or hus- 
bands, nursing care of an elderly parent. Except for 
fatigue, there may be no complaints. The lack of 
multiple complaints of other systems sets fibrositis 
apart from psychoneurosis. 

The treatment of fibrositis is directed toward cor- 
recting the causes of the tension state. The symptoms 
can be relieved by salicylates, sedatives, rest, and psy- 
chiatric advice. It should be emphasized to the patient 
that the symptoms are “not imagined.” The physio- 
logic muscular stiffness that follows unaccustomed 
exercise may be used as an example in the explana- 
tion of what happens following the constant fatigue 
of emotional tension. The increased muscular tension 
causes chronic fatigue, constant pain, and stiffness. 
The patient should be told that the treatment is symp- 
tomatic until the tension state can be corrected. 
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GOUTY ARTHRITIS 


During the past few years considerable progress has 
been made in the treatment and understanding of 
gouty arthritis.” 35° 81° There are two types, pri- 
mary gout, an inherited metabolic defect, and sec- 
ondary gout, associated with other diseases such as 
polycythemia, myeloid metaplasia, chronic leukemia, 
Cooley’s anemia, and lymphoma. Measurements of 
the miscible uric acid pool of the body have been 
estimated by using isotropes. It is possible to deter- 
mine the uric acid content of the body by measuring 
the percentage of isotropic uric acid in the urine 
following the injection of N' uric acid. A normal 
subject will have a total body uric acid content of 
approximately 1.2 Gm. while a gouty subject may 
have 3 to 30 Gm. 


The important feature of gout is the hyperuricemia 
with a blood serum level of uric acid in excess of 6.0 
Gm. per 100 cc. The stable solubility of uric acid in 
serum is about 6.5 mg. per 100 cc. A concentration 
above this level is supersaturated and subject to sud- 
den precipitation. For this reason large amounts of 
sodium urate accumulate in tophi. The problem in 
gout is (1) an overproduction of uric acid and (2) 
an inefficient renal mechanism for uric acid disposal. 
In man, the collecting tubules of the kidney reabsorb 
about 90 per cent of the uric acid from the glomeru- 
lar filtrate. 

Treatment should be directed toward restriction of 
food rich in purines, the alleviation of the acute at- 
tack, and the use of uricosuric agents between epi- 
sodes of joint pain. The acute attack can be brought 
under control by giving colchicine 1/100 grain (0.6 
mg.) every hour until diarrhea or remission of joint 
pain. The response to colchicine therapy requires 
about twenty-four to forty-eight hours. When the 
attack is severe, 20 units of ACTH gel may be given 
once daily for three successive days. Colchicine should 
be used in conjunction with the ACTH to prevent a 
rebound attack. Phenylbutazone alone or in combina- 
tion with colchicine and ACTH is effective in arrest- 
ing the attack. 


After the acute attack subsides, the patient should 
be started on probenecid (p-{dinpropylsulfamyl}- 
benzoic acid) in doses of 1 to 2 Gm. daily. This acts 
as a uricosuric agent by blocking tubular resorption 
of uric acid. When probenecid (Benemid) is first 
administered, it may induce an acute attack. For this 
reason, small doses, 0.5 Gm. daily, are recommended 
for several weeks. Colchicine given three or four 
times daily is also recommended during the initial 
probenecid therapy. The long time use of probenecid 
is not toxic and will reduce the frequency of attacks 
and the size of sodium urate tophi. The uricosuric 
action of probenecid is completely blocked by salicy- 
lates. Patients receiving probenecid should not be 
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given aspirin or other forms of salicylates. The main- 
tenance dose of probenecid is from 0.5 to 2.0 Gm. 
daily and may be established by following the blood 
serum uric acid levels. 


SUMMARY 


A diagnosis of osteoarthritis, rheumatoid arthritis, 
fibrositis, or gouty arthritis can be made in at least 
75 per cent of the patients suffering from joint pain 
seeking medical care. In the light of recent advances, 
the majority of these patients should expect to have 
a proper diagnosis and a satisfactory regimen of 
therapy. 
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Basic Orthopedic Principles in Rheumatoid Arthritis 
BEDFORD F. BOYLSTON,* M. D., Houston, Texas 


Rueumatoip arthritis is a sys- 
temic disease that belongs in the realm of internal 
medicine or rheumatology. The orthopedic surgeon 
is strictly a consultant. He would indeed be an un- 
usual surgeon who by training or temperament could 
take on the total care of one of these patients, either 
early or late. In order that the patient may receive 
the best medical care possible, more teamwork is re- 
quired in this disease than in any other. 


BIOPSY 


The orthopedic surgeon can be helpful in estab- 
lishing an early diagnosis in rheumatoid arthritis. It 
has been my observation that patients who have had 
a considerable delay in diagnosis have been critical 
of their medical treatment. They often go from doc- 
tor to doctor, and it is often difficult to establish 
confidence in these patients. On the other hand, of 
course, it is a serious mistake to brand a person a 
rheumatoid arthritic if he is not one. 


The classical joint for biopsy is the knee. Biopsy 
is a benign procedure, and having done many bi- 
opsies, I can truthfully say that I have seen no unto- 
ward results. To help the pathologist most in the 
interpretation of the synovial tissue, the synovial 
membrane must be obtained consistently at the same 
site, preferably just medial to the midthird of the 
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patella. The synovial membrane and subsynovial tis- 
sue will differ in thickness about the knee. A gen- 
erous section of synovial membrane should be taken 
in such a way that the synovial membrane can be 
closed but at the same time in such a way that the 
forceps will not crush the biopsy substance. The 
synovial membrane is then placed on a piece of filter 
paper which is moistened with saline solution and 
immediately placed in the fixative. Wide explora- 
tion of the joint and extensive trauma to the joint 
are unnecessary and add little to the final diagnosis. 


NONSURGICAL TREATMENT 


I shall not enter into a dissertation as to whether 
it is necessary for an individual patient to have a 
psychiatrist and a social worker to help the rheuma- 
tologist. It is well known, however, that these pa- 
tients universally have psychiatric difficulty. It has 
been my observation that most rheumatologists are 
also excellent psychiatrists. 


The role played by social service is important, 
whether the part is taken by a physician or by a 
trained lay-worker. One person must help these pa- 
tients plan their home life, their financial obliga- 
tions, and their subsequent rehabilitation. 


Physical medicine is an ancillary service in the 
treatment of rheumatoid arthritis. There is nothing 
more annoying than to have a patient tell me in the 
hospital that he has been down to “Physio” or “PT” 
for thirty minutes today. The remaining twenty-three 
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and one-half hours he remained in bed idle. Where 
a patient gets the idea that he can spend a half hour 
doing some particular exercises and do nothing for 
the rest of the day, with great benefit, is beyond me. 
Exercise and stretching should be carried out fre- 
quently by the patient himself. It should be started 
early in the disease. The persons who outline this 
program must have a basic understanding of the dis- 
ease and the types of deformities most likely to de- 
velop. Early, it should be a program of preventing 
deformity. The rheumatologist is most likely in the 
acute stage to insist on the patient’s going slowly 
while the orthopedist is more likely to deviate too 
far toward the other extreme of too rapid activity. 
There is certainly a middle ground here, and this 
should be reached early in the disease and in the 
outline of the treatment. 


Pain and Muscle Spasm 


The etiology of muscle spasm is of course un- 
known as is the specific treatment of muscle spasm. 
It is assumed, however, that muscle spasm is on a 
basis of inflammatory reaction in the subsynovial 
tissue, in the muscle septums, and muscle bundles 
themselves. Muscle spasm is usually thought of in 
medicine as a protective mechanism. It has been in- 
teresting to me to see that under general anesthesia 
in a patient with acute rheumatoid arthritis, with 
particular reference to the hip, it is necessary to anes- 
thetize the patient very deeply with ether, even past 
the plane of surgical anesthesia, before the muscle 
spasm will relax. As soon as the patient awakens 
from the general anesthetic, even before he is com- 
pletely awake, this muscle spasm will recur and be 
just as severe as it was prior to anesthesia. So there 
is little wonder that we have no specific drug for 
severe muscle spasm. Early treatment or treatment 
during an exacerbation is directed primarily to the 
relief of pain and indirectly to the treatment of mus- 
cle spasm. 

It goes without saying that during the acute phase 
of an exacerbation, when the sedimentation rate is 
high and the joints are hot and swollen, the patient 
should be in bed at complete rest as in any other 
acute systemic disease. It is important, however, that 
the positioning of the extremities in bed be watched 
carefully. For instance, it is desirable not to have 
the knees brought up to 90 degrees all the time. A 
program could be scheduled in such a way that the 
knees could be flexed up for comfort for a definite 
period and then extended as far as possible for a 
definite period. Moist heat is by far the most relax- 
ing type of local application still in use; it is used 
by orthopedists in all types of muscle spasm whether 
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it be traumatic in origin, as following a back injury, 
or following acute poliomyelitis. Traction is particu- 
larly applicable to the lower extremities where it is 
used intermittently in the form of Russell traction; 
it is the same form of preliminary traction used for 
broken hips and fractured femoral shafts. Traction 
apparatus does not work as well in the upper ex- 
tremities. 

I believe it is safe to say that circular plaster or a 
solid cast has little place in the treatment of rheuma- 
toid arthritis. Circular plasters are placed on the 
upper or lower extremities and then bivalved into 
the two halves. These plasters are then relined with 
sheet wadding and stockinet and are then put to- 
gether with webbing strap and buckles. If made 
right, they are comfortable and are best used at night. 
The orthopedist tends to take as much correction as 
he can obtain and remake the cast in three to six 
weeks. As a gain is made from the standpoint of a 
contracture or as muscle spasm tends to subside, one 
must try not to lose correction while the patient is 
asleep. Splints and braces are much more expensive 
and are not nearly so effective as a well molded 
plaster cast that has been bivalved. These bivalved 
casts can also be hinged to give a wedging effect. 

Drugs certainly have a part to play in pain and 
muscle spasm. I shall not go into a discussion of the 
value of cortisone. It may be well to mention hydro- 
cortisone, which I had an opportunity to use through 
the courtesy of Merck and Company. This drug was 
used intra-articularly under my direction for a variety 
of joint disabilities, one of which was rheumatoid 
arthritis. In the small series in which I used it, the 
results were inconsistent and unpredictable. It has a 
place in treatment and may be useful in the early 
mono-articular arthritic. The long-acting curare drugs 
have been of no help in muscle spasm generally in 
orthopedics and have had no effect on muscle spasm 
once the effect has worn off. Tolserol has been dis- 
appointing as a muscle relaxing agent; it has been 
of no help to me either orally or intravenously. In- 
travenous procaine has had its advocates and may be 
worth while in an occasional case. Aspirin is still an 
excellent drug. 

When the patient first becomes ambulatory, it is 
often wise to begin using a walker. Crutches are used 
from an orthopedic standpoint primarily to protect 
the joints of the lower extremities. Patients allowed 
to bear unsupported weight on flexed joints dis- 
tended with fluid will have rapid deterioration of 
the joints whether the underlying cause is rheumatoid 
arthritis or some other condition. A wheel chair is a 
dangerous instrument in a rheumatoid arthritic, par- 
ticularly a young person, as these patients for some 
reason become very attached to wheel chairs. If pos- 
sible, I should avoid the use of wheel chairs entirely 
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in rheumatoid arthritis. Either the patient should be 
in bed or on crutches. 

The use of braces in rheumatoid arthritis is limited 
almost entirely to the hands and to the back. Func- 
tional hand splints are helpful in maintaining posi- 
tion, particularly at night, and for exercising the 
small joints of the fingers, which tend to subluxate. 
Back braces are used primarily for comfort and should 
be light. They play little part in the prevention of 
the kyphous deformity in rheumatoid spondylitis. 
There is no mechanical arrangement that will pre- 
vent the forward flexing of the spine in rheumatoid 
spondylitis. Braces for the lower extremities made 
out of the new lighter metals are still heavy and have 
little corrective influence. They are rarely used in 
rheumatoid arthritis. Good orthopedic oxfords with 
anterior metatarsal bar or longitudinal arch supports 
will make the patient much more comfortable when 
he is on his feet. Ace bandages for the knees are 
helpful and should be used when the patient is am- 
bulatory if he has a hydroarthrosis of the knees. 


Contractures 


With long continued muscle spasm and because 
of the inherent strength of the flexor muscle groups, 
which is much greater than that of the extensor mus- 
cle groups, the patient tends to develop flexion con- 
tractures at the major joints. The attitude of flexion 
at the major joints is more comfortable for the pa- 
tient because most joints tend to hold more fluid in 
a flexed position than in a completely extended posi- 
tion. Other contributing factors to fixed joints in 
flexion are muscle atrophy and fibrosis of the mus- 
cles themselves and of the capsule about the joint. 
Position is an extremely important factor in the de- 
velopment of flexion contractures. For instance, a 
patient lies recumbent in bed with about two pillows 
beneath his head, the Gatch bed in flexion, hips and 
knees both flexed. If he is allowed in a wheel chair 
again, he assumes the position of flexion throughout. 

Methods of treatment in soft tissue contracture in- 
clude (1) positioning to get help from gravity; (2) 
specific muscle exercise of extensor groups; (3) more 
vigorous stretching; (4) traction, intermittent and 
continued; (5) wedging of bivalved casts; (6) func- 
tional elastic hand splints; and (7) surgery. 


Bony Deformity 


Bony deformities which may develop include sub- 


luxation or dislocation, fibrous ankylosis, and bony 
ankylosis. 


Destruction of cartilage by pannous formation, 
fixed soft tissue contracture, unsupported weight 
bearing on joints with fixed contracture, lack of 





muscle power, and prolonged hydro-arthrosis are 
factors which may produce bony deformity. 

As we see, the early findings in a rheumatoid joint 
are acute inflammation, fluid, and pannous forma- 
tion. The clinical signs are muscle spasm, soft tissue 
contracture, and finally bony deformity. This chain 
of events may be rapidly progressive or may be char- 
acterized by remissions and exacerbations over a pe- 
riod of many vears. 


SURGERY 


Indications for surgery may include pain, ankylosis 
in nonfunctioning positions, a need to make or keep 
the patient ambulatory, or an effort to enable the 
patient to take care of personal needs. 

By pain is meant the pain that usually occurs with 
fibrous ankylosis. Ankylosis in the nonfunctioning 
position, such as the elbow, interferes with the use 
of crutches; ankylosis of the spine in acute flexion 
makes it impossible to see straight ahead; and anky- 
losis of the knees and the hips in flexion prevents 
assumption of the upright position. Soft tissue sur- 
gery in the early rheumatoid arthritic may be useful 
where the knees are acutely flexed. This type of 
surgery is a capsulotomy performed before there is 
any bony deformity. It may be necessary to make 
the patient ambulatory. Every effort should be made 
to try to keep the patient as independent as possible. 
For instance, it is essential in taking care of patients 
with rheumatoid arthritis that they be able to take 
care of their own toilet, brush their teeth, comb their 
hair, and feed themselves. Surgery is often the only 
way to maintain these basic requirements. 

The best surgical result will be obtained in pa- 
tients with so-called “burned out” rheumatoid arth- 
ritis, if there is such a thing. Certainly an active 
rheumatoid arthritic is not a good candidate for best 
surgical results. On the other hand, why wait until 
the patient has been a chronic invalid for years in 
a wheel chair with marked muscle atrophy, bone 
atrophy, and complete lack of interest in rehabilita- 
tion? With active rheumatoid arthritis there is, of 
course, the inflammatory reaction of the fibrous tis- 
sue with gluing down of the muscle bundles them- 
selves and subsequent atrophy. Timing in rheumatoid 
surgery is extremely important, but I do not believe 
that it is desirable to wait until the sedimentation 
rate is normal before undertaking a reconstructive 
surgical procedure. 

In any type of reconstructive surgery the mental 
attitude of the patient is so important that a physi- 
cian may do equally as good technical surgery on 2 
patients and get opposite results. This is particularly 
true in arthroplasty type of surgery. A surgeon can 
make the joint movable, but the patient must have 
the will, endurance, and fortitude to keep it moving. 
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Again, the rheumatologist is the most important fac- 
tor in this mental attitude. If the rheumatologist is 
convinced in his own mind that a surgical procedure 
is indicated, he immediately lays the groundwork for 
a successful operative procedure. Evaluating the end 
results of rheumatoid surgery is extremely difficult. 
For instance, the surgeon may do an arthroplasty of 
the hip on a patient enabling him to continue at his 
job, or a housewife to resume doing her work, but 
in the analysis of the range of hip motion, it has 
improved little. Here the simple factor of relief of 
pain may outweigh an increase in range of motion. 

Cortisone should be continued right through the 
preoperative and postoperative phase. It has not been 
my experience that cortisone has anything to do with 
the blood clotting mechanism, and I have noted no 
difference in the amount of bleeding either opera- 
tively or postoperatively. The difficulty that I have 
encountered with cortisone is that there is consid- 
erable delay in discovering wound infections because 
of lack of pain and of systemic reaction. 

A variety of surgical procedures have proved their 
value in arthritis. 

A painful subluxed wrist will interfere with the 
entire use of the hand. There will be a tendency to 
exaggerate the deformities of the small joints of the 
fingers. By fusing the wrist in a functional position, 
the patient will be enabled to use his hand. 

Arthroplasty of the elbow is necessary often to 
enable the patient to use crutches and, most impor- 
tant, to allow the patient to comb his hair, feed him- 
self, and so forth. Acromioplasty is simple excision 
of the outer end of the acromium to allow more ab- 
duction at the shoulder. 

The excision of painful rheumatoid nodules from 
the dorsal aspect of the elbow and upper forearm is 
a beneficial and simple procedure. It can be per- 
formed under local anesthesia. The patients are great- 
ly relieved as this area is so repeatedly touched dur- 





RELIEF FROM SEVERE PAIN 


Five Illinois doctors reported a new drug, already shown 
to be effective in controlling nausea, now promising to re- 
lieve pain in patients who no longer get adequate help from 
large doses of narcotics in the June 12 Journal of the Amer- 
ican Medical Association. The physicians said that 22 of 28 
patients treated with chlorpromazine in addition to narcotics 
or sedatives which had not helped alone were given “‘satis- 
factory relief” from severe abdominal, bone, and nerve pain. 
The study made by these doctors confirms earlier reports 
that the drug relieves nausea and vomiting. 


It was reported by two Canadian doctors earlier this year 
that the drug had been used successfully in quieting severely 
excited patients without making them confused or other- 
wise inaccessible to psychotherapy. 
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ing a normal day’s activity. Occasional excision of a 
single nodule from a finger is helpful. 

Arthroplasty of the temperomandibular joint is 
often a necessary procedure to maintain bodily autri- 
tion and to maintain normal oral hygiene. It is an 
effective procedure. 

There are cases of rheumatoid involvement of the 
spine in which it would seem impossible to prevent 
the severe flexion of the spine. The result is a pitiful 
person who can neither sit, lie, nor stand with any 
semblance of normality. It is possible by osteotomy 
in the lower lumbar area to gain sufficient correction 
to enable the patient to lie comfortably and to look 
straight ahead when either sitting or standing. Post- 
operatively, these patients are perhaps the most grate- 
ful that one encounters. 

Reconstructive surgery of the hip is a procedure 
that one undertakes for intractable pain or bilateral 
involvement with severe deformity. Many procedures 
have been attempted. At the present time both mold 
arthroplasty and femoral head replacements are in 
common use. The basis for this type of surgery is 
elimination of pain, a stable hip, and motion, as 
many cases are bilateral. Surgery of the hips is often 
the only way possible to keep the patient ambulatory. 

Arthroplasty of the knee is seldom necessary in 
unilateral involvement. It has not generally gained 
favor as the results have not proved eminently satis- 
factory. In selected cases, carefully individualized, it 
is a worth-while procedure. 

Triple arthrodesis of the midtarsal joints of the 
feet is a useful procedure when pain in this area is 
prolonged and spontaneous fusion is delayed. 

Deformity of the forefoot is common in rheuma- 
toid arthritis. Prevention in the progressive case is 
not possible. There is bunion formation with clawing 
of the toes and prominent callosities on the plantar 
aspect of the feet. Correction of the bunion with ex- 
cision of metatarsal heads and proximal phalanges 
gives relief of pain and enables the patient to wear 
shoes. 


Some patients whose pain was not actually changed 
“seemed to be more relaxed and less reactive to their pain,” 
Drs. Max S. Sadove, Myron J. Levin, Raymond F. Rose, 
Lester Schwartz, and Frederick W. Witt, Chicago, stated. 
Side effects other than drowsiness were “minimal.” 


Urology Award 


An annual award of three prizes totaling $1,000 for essays 
on the result of some clinical or laboratory research in 
urology has been announced by the American Urological 
Association. Competition is limited to urologists who have 
been graduated not more than ten years and to those who 
are in training to become urologists. Additional information 
may be obtained from the executive secretary, William P. 
Didusch, 1120 North Charles Street, Baltimore. 


CASE REPORTS 
HUMAN RABIES CAUSED BY BAT BITE 


S. EDWARD SULKIN, 


R asies was first discovered in the 
vampire bat (Desmodus rotundus murinus Wagner ) 
in the state of Santa Catarina in southern Brazil dur- 
ing investigations of an epizootic paralytic disease of 
cattle and other livestock called mal de caderas. 
Carini? in 1911 demonstrated Negri bodies in the 
brains of cattle dying of this paralytic disease and 
suggested that vampire bats which had been seen bit- 
ing livestock might be transmitting the disease to cat- 
tle. Following the isolation of the rabies virus from 
the brain of a bat a few years later, Haupt and 
Rehaag® also concluded that the repeated epizootics 
of a paralytic disease that had occurred among live- 
stock in southern Brazil were due to rabies trans- 
mitted by vampire bats. The livestock disease con- 
tinued to spread until by 1930°it was found in many 
South American countries as far north as Venezuela. 

In 1925 a paralytic disease of livestock occurred in 
the area of Port of Spain, Trinidad, B.W.L, killing 
several thousand animals. During the course of this 
epidemic, which was also traced to the bite of the 
vampire bat, 55 human cases of rabies were re- 
ported.*;71° In 1944, in the Pacific Coast states of 
Mexico, a paralytic disease of livestock called derrien- 
gue also was proved to be rabies with the source 
demonstrated to be vampire bats. Similar observa- 
tions have been made in Honduras!* and Venezuela." 

Other than the human cases of rabies reported in 
the Trinidad outbreak, there has been no record of 
human infection from bat bite. Venters and his asso- 
ciates'* recently reported an experience in Florida in 
which a child was bitten by a lactating female Florida 
yellow bat (Dasypterus floridanus) from which an 
agent identified as rabies virus by neutralization and 
complement fixation tests was recovered. Pasteur 
treatment prevented the development of the disease 
in this child. Witte’ tells of a woman in Pennsylvania 
bitten by a hoary bat (Lasiurus cinereus) which was 
proved to be rabid. In this instance, also, antirabies 
therapy was effective. More recently, Grimes and his 
associates> demonstrated Negri bodies in the brain of 
a free-tailed bat (Tadarida mexicana) which had bit- 
ten a 9 year old boy in Austin, Texas, on May 19, 
1954. The child received Pasteur treatment. 


From the Depariments of Microbiology and Internal Medicine, 
Southwestern Medical School of the University of Texas. 


Ph.D.,and MARION J. 
Dallas, 


GREVE, M.D., 


Texas 


Because of these experiences, together with the cur- 
rent interest in bats and bat rabies in certain areas 
in the United States,* ®% 11:13 it seems desirable to 
report a fatal human case of rabies which presumably 
resulted from the bite of a bat. To our knowledge, this 
is the first human case of rabies resulting from a bat 
bite in the United States. 


CASE REPORT 


In October, 1951, a 43 year old white housewife was 
admitted to the Parkland City-County Hospital in a comatose 
state with a diagnosis of bulbar poliomyelitis. Three weeks 
prior to admission and sixteen days prior to the onset of her 
illness, the patient had stopped to investigate what was ap- 
parently a dead bat on the roadside. The animal, however, 
was not dead, and on investigating at close range the patient 
was bitten on the left forearm. Unfortunately, the bat was 
not made available to us for identification and further study. 


The patient continued to feel well until five days prior to 
admission when she complained of aching in her left arm 
and had a temperature of 103 F. The following day the 
fever continued; she had nausea, vomiting, and generalized 
aching and was unable to move her left arm. She was treated 
for influenza but became progressively more ill and on 
October 29 was admitted to a hospital in West Texas. It is 
reported that at this time she had high fever and inability 
to move her left arm. She was given intravenous fluids and 
on the following day was observed to have inability to swal- 
low the secretions. A lumbar puncture revealed a total cell 
count of 24 and a protein of 74 mg. per 100 cc. At this time 
the patient was tranferred to Dallas. The patient was con- 
sidered to have bulbar poliomyelitis, although the possibility 
of rabies could not be excluded. She remained comatose to 
semicomatose throughout her hospital stay and did not 
attempt to speak at any time. On the fourth hospital day the 
blood pressure slowly fell to the unobtainable level, mottled 
cyanosis appeared, and the patient died quietly about three 
hours after onset of hypotension and cyanosis. 

A post-mortem examination was done by Dr. George H. 
Wahle, Jr. The primary pathologic diagnoses follow: ‘“en- 
cephalomyelitis with demonstrable Negri bodies in central 
motor neurons compatible with rabies” and “perivascular 
lymphocytic inriltration of regional capillaries and motor 
neuron area, with destruction of anterior motor neurons and 
neuronophagia; also meningeal perivascular infiltration with 
endarteritis.” The history together with the histopathologic 


findings strongly suggests that the bat bite was the source of 
the rabies infection. 


SUMMARY 


A fatal case of human rabies due to bat bite is re- 
ported. This experience suggests that the extent of 
rabies in bats in certain areas of the United States 
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should be explored thoroughly in order to establish 
the significance of the bat in the ecology of this dis- 
ease in the United States. 
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mud, 80 E. Concord St., Boston 18, Secy. 

American Public Health Association, Buffalo, N. Y., Oct. 11-15, 
1954. Dr. Hugh R. Leavell, Boston, Pres.; Dr. R. M. Arcwater, 
1790 Broadway, New York 19, Executive Secy. 

American Society of Anesthesiologists, Cincinnati, Oct. 25-30, 1954. 
Dr. Ralph T. Knight, Minneapolis, Pres.; Dr. J. E. Remlinger, 
Jr., 188 W. Randolph St., Chicago, Secy. 

American Society of Clinical Pathologists, Washington, D. C., Sept. 
6, 1954. Dr. John R. Schenken, Omaha, Pres.; Dr. Clyde G. Cul- 
bertson, 1040 W. Michigan St., Indianapolis 6, Secy. 

American Surgical Association, Philadelphia, April 27-29, 1955. Dr. 
John H. Gibbon, Jr., Pres.; Dr. R. Kennedy Gilchrist, 59 East 
Madison, Chicago 3, Secy. 
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American Urological Association, Los Angeles, May 16-19, 1955. 
Dr. W. Joseph McMartin, Omaha, Neb., Pres.; Dr. C. H. deT. 
Shivers, 121 S. Illinois Ave., Atlantic City, N. J., Secy. 

Association of American Physicians and Surgeons, Delegates Interim 

' Meeting, Chicago, Oct. 1-2, 1954. Dr. Thomas G. Goldsmith, 
Greenville, S. C., Pres.; Mr. Harry E. Northam, 360 N. Michigan 
Ave., Chicago 1, Executive Secy. 

International College of Surgeons, U. S. Chapter, Chicago, Sept. 7- 
10, 1954. Dr. William R. Lovelace, Albuquerque, N. M., Pres.; 
Dr. Karl Mever, 1516 Lake Shore Drive, Chicago, Secy. 

National Tuberculosis Association, Milwaukee, May 23-27, 1955. Dr. 
John H. Skavlem, Cincinnati, Pres.; Mrs. Morrell DeReign, 1790 
Broadway, New York 19, Secy. 

Radiological Society of North America, Los Angeles, Dec. 5-10, 1954. 
Dr. Eugene P. Pendergrass, Philadelphia, Pres.; Dr. D. S. Childs, 
713 E. Genesee, Syracuse 2, N. Y., Secy. 

Southern Medical Association, St. Louis, Nov. 8-11, 1954. Dr. Al- 
phonse McMahon, St. Louis, Pres.; Mr. C. P. Loranz, 1020 Empire 
Bldg., Birmingham 3, Ala., Secy. 

Southern Psychiatric Association, Louisville, October, 1954. Dr. John 
D. Trawick, Louisville, Ky., Pres.; Dr. Joseph L. Knapp, 210 N. 
Westmoreland, Dallas Secy. 

Southern Surgical Association, Hollywood, Fla., Dec. 7-9, 1954. Dr. 
John C. Burch, Nashville, Pres.; Dr. George Finney, 2947 St. 
Paul St., Baltimore, Secy. 

Southwest Allergy Forum. Dr. Henry D. Ogden, New Orleans, Pres.; 
Dr. Stanley Cohen, 1441 Delachaise St., New Orleans, Secy. 

Southwest Regional Cancer Conference, Fort Worth, Oct. 21, 1954. 
Dr. John L. Wallace, Box 1719, Fort Worth, Chm. 

Southwestern Medical Association, El Paso, Nov. 17-19, 1954. Dr. 
Willard W. Schuessler, El Paso, Pres.; Dr. Celso C. Stapp, 800 
Montana, El Paso, Secy. 

Southwestern Surgical Congress, Oklahoma City, Sept. 20-22, 1954. 
Dr. Philip B. Price, Salt Lake City, Pres.; Dr. C. R. Rountree, 
1227 Classen Drive, Oklahoma City 3, Secy. 

Tri-State Medical Assembly, Fall, 1954. Dr. Joe D. Nichols, Acianta, 
Pres.; Dr. Broox C. Garrett, 940 Margaret Pl., Shreveport, La., 
Secy. 

United States-Mexico Border Public Health Association. Mr. Richard 
F. Poston, San Francisco, Pres.; Dr. Sidney B. Clark, 314 U. S. 
Court House, El Paso, Secy. 


STATE 


Private Clinics and Hospitals Association of Texas. Dr. W. R. Swan- 
son, Taylor, Pres.; Dr. John Dupree, Levelland, Secy. 

Texas Academy of General Practice, Galveston, Sept. 9-11, 1954. Dr. 
C. Forrest Jorns, Houston, Pres.; Dr. Woodson W. Harris, 1410 
Nickerson, Austin, Secy. 

Texas Academy of Internal Medicine, Galveston, Dec. 11-12, 1954. 
Dr. Martin S. Buehler, Dallas, Pres.; Dr. George M. Jones, 1314 
Medical Arts Bldg., Dallas, Secy. Meetings restricted to members. 

Texas Air-Medics Association. Dr. J. S. Minnett, Dallas, Pres.; Dr. 
C. F. Miller, P. O. Box 1338, Waco, Secy. 

Texas Association of Blood Banks, Abilene, Dec. 3-4, 1954. Dr. C. T. 
Ashworth, Fort Worth, Pres.; Miss Marjorie Saunders, 3500 Gas- 
ton Ave., Dallas, Secy. 

Texas Association of Obstetricians and Gynecologists, Houston, Feb- 
ruary, 1955. Dr. G. F. Goff, Dallas, Pres.; Dr. Carey Hiett, 815 
Fifth Ave., Fort Worth, Secy. 

Texas Chapter, American College of Chest Physicians. Dr. Howard 
E. Smith, Austin, Pres.; Dr. John Wiggins, 1707 Medical Arts 
Bldg., Fort Worth, Secy. 

Texas Club of Internists. Victor E. Schulze, San Angelo, Pres.; Dr. 
Charles Darnall, Capital National Bank Bldg., Austin, Secy. 

Texas Dermatological Society, Fort Worth, April 24-25, 1955. Dr. 
Paul H. Power, Pres.; Dr. Thomas L. Shields, 1216 Pennsylvania 
Ave., Fort Worth, Secy. 

Texas Diabetes Association, Fort Worth, April, 1955. Dr. George 
M. Jones, Dallas, Pres.; Dr. Hugo Engelhardt, P. O. Box 2180, 
Houston, Secy. 

Texas Division, American Cancer Society. Mr. Travis Wallace, Dallas 
Pres.; Mr. J. Louis Neff, 1609 Colorado, Austin, Executive Director. 

Texas Geriatric Society, Fall, 1954. Dr. Henry H. Niehuss, Long- 
view, Pres.; Dr. Frank V. Mondrik, 214 Bramlette Bldg., Long- 
view, Secy. 

Texas Heart Association. Dr. George R. Herrmann, Galveston, Pres.; 
Mr. Edgar M. Brown, Jesse H. Jones Library Bldg., 1133 M. D. 
Anderson Blvd., Houston, Executive Director. 

Texas Hospital Association, Houston, April 12-14, 1955. Mr. W. U. 
Paul, El Paso, Pres.; Mrs. Ruth Barnhart, 2210 Main St., Dallas, 
Secy. 

Texas Neuropsychiatric Association, Galveston, Fall, 1955. Dr. Edgar 
S. Ezell, Fort Worth, Pres.; Dr. Bruce H. Beard, 1519 Pennsyl- 
vania, Fort Worth, Secy. 

Texas Orthopedic Association, Fort Worth, April, 1955. Dr. Bran- 
don Carrell, Dallas, Pres.; Dr. Margaret Watkins, 3629 Fairmount 
St., Dallas, Secy. 


Texas Pediatric Society, Fort Worth, Oct. 22-23, 1954. Dr. Robert 
L. Moore, Dallas, Pres.; Dr. James N. Walker, 3616 Tulsa Way, 
Fort Worth, Secy. 

Texas Proctologic Society. Dr. Jack Kerr, Dallas, Pres.; Dr. John 
McGivney, 2202 Avenue L, Galveston, Secy. 

Texas Public Health Association, Galveston, Feb. 13-16, 1955. Mr. 
Ed Riedel, Austin, Pres.; Mr. H. E. Drumwright, City Health De- 
partment, Dallas, Executive Secy. 

Texas Radiological Society, Fort Worth, April, 1955. Dr. E. F. Lyon, 
Jr., San Antonio, Pres.; Dr. R. P. O'Bannon, 650 Fifth Ave., Fort 
Worth, Secy. 

Texas Railway and Traumatic Surgical Association, Fort Worth, April, 
1955. Dr. Raleigh White, Temple, Pres.; Dr. W. D. Marrs, 306 
Broadway, Fort Worth, Secy. 

Texas Rheumatism Association. Dr. Alfred W. Harris, Dallas, Pres.; 
Dr. Charles H. Cornwell, Marlin, Secy. 

Texas Society for Mental Health, Mineral Wells, 1955. Dr. Charles 
N. Burrows, San Antonio, Pres.; Mrs. Elizabeth F. Gardner, 2504 
Jarratt Ave., Austin 3, Executive Secy. 

Texas Society of Anesthesiologists, Fort Worth, April, 1955. Dr. Frank 
O. Barrett, El Paso, Pres.; Dr. Milton M. Rosenzweig, 200 Wild- 
wood Dr. E., San Antonio, Secy. 

Texas Society of Gastroenterologists and Proctologists, Fort Worth, 
April, 1955. Dr. Charles Hardwicke, Austin, Pres.; Dr. W. T. 
Arnold, 1402 Hermann Prof. Bldg., Houston, Secy. 

Texas Society of Ophthalmology and Otolaryngology, San Antonio, 
Dec. 3-4, 1954. Dr. John L. Matthews, San Antonio, Pres.; Dr. 
Gatlin Mitchell, 1604 Medical Arts Bldg., Fort Worth, Secy. 

Texas Society of Pathologists, Dallas, Jan. 30, 1955. Dr. John J. 
Andujar, Fort Worth, Pres.; Dr. Lloyd R. Hershberger, Shannon 
Memorial Hospital, San Angelo, Secy. 

Texas Surgical Society. Dr. Dudley Jackson, Sr., San Antonio, Pres.; 
Dr. Albert W. Hartman, 414 Navarro St., San Antonio 5, Secy. 

Texas Tuberculosis Association, Galveston, April 15-16, 1955. Mrs. 
Joella Terrill Butler, Wichita Falls, Pres.; Miss Pansy Nichols, 
208 E. Ninth, Austin, Executive Secy. 

Texas Urological Society, Corpus Christi, 1954. Dr. S. J. R. Murchi- 
son, Fort Worth, Pres.; Dr. A. J. Ashmore, 255 Medical Dental 
Bldg., Corpus Christi, Secy. 


DISTRICT 


First District Society, Pecos, 1955. Dr. John W. O'Donnell, Alpine, 
Pres.; Dr. H. D. Garrett, First National Bldg., El Paso, Secy. 

Second District Society. Dr. John R. Mast, Midland, Pres.; Dr. M. J 
Loring, 304 North N St., Temple, Secy. 

Third District Society, Borger, April, 1955. Dr. M. C. Overton, Jr., 
Pampa, Pres.; Dr. William Klingensmith, 215 Fisk Bldg., Ama- 
rillo, Secy. 

Fourth District Society, San Angelo, Oct. 21, 1954. Dr. P. M. Wheelis, 
Brownwood, Pres.; Dr. James N. White, San Angelo, Secy. 

Fifth and Sixth Districts Society. Dr. Y. C. Smith, Sr., Corpus 
Christi, Pres.; Dr. E. Jackson Giles, 705 Medical- Professional 
Bldg., Corpus Christi, Secy. 

Seventh District Society. Dr. William McLean, Austin, Pres.; Dr. 
John Rainey, 1709 San Antonio, Austin, Secy. 

Eighth District Society, Victoria, September 23, 1954. Dr. Howard 
Z. Fretz, Wharton, Pres.; Dr. George E. Glover, Jr., Victoria, Secy. 

Ninth District Society. Dr. Thomas H. Giddings, Brenham, Pres.; 
Dr. Lyman C. Blair, 1212 Rothwell, Houston, Secy. 

Tenth District Medical Society. Dr. John M. White, Port Arthur, 
Pres.; Dr. Rider Stockdale, Jasper, Secy. 

Eleventh District Society, Jacksonville, Fall, 1954. Dr. John Dean, 
Crockett, Pres.; Dr. Marlin T. Braswell, Henderson, Secy. 

Twelfth District Society. Dr. Neil Buie, Marlin, Pres.; Dr. Paul H. 
Mitchell, Corsicana, Secy. 

Thirteenth District Society. Dr. Mal Rumph, Fort Worth, Pres.; Dr. 
Robert D. Moreton, 815 Medical Arts Bldg., Forte Worth, Secy. 
Fourteenth District Society. Dr. J. David Thomas, Denton, Pres.; 

Dr. L. W. Johnston, 502 W. College St., Terrell, Secy. 

Fifteenth District Society, Mount Pleasant, 1955. Dr. R. L. Johnson, 

Mount Pleasant, Pres.; Dr. R. L. Hardman, Mount Pleasant, Secy. 


CLINICS 

Dallas Southern Clinical Society, Dallas, March 14-17, 1955. Dr. 
Lawrence B. Sheldon, Dallas, Pres.; Miss Helga Boyd, Medical 
Arts Bldg., Dallas 1, Executive Secy. 

Central Texas Spring Clinic, Waco. Dr. Ross Shipp, Waco, Pres.; 
Dr. Milton Spark, 3805 Herwal, Waco, Secy. 

International Medical Assembly of Southwest Texas, San Antonio, 
Jan. 24-26, 1955. Dr. John M. Smith, Jr., 205 Camden St., 
San Antonio, Secy. 

New Orleans Graduate Medical Assembly, New Orleans, March 7-10, 
1955. Dr. Maurice E. St. Martin, Room 103, 1430 Tulane Ave., 
New Orleans 12, Secy. 

North Texas-Southern Oklahoma Fall Clinical Conference, Wichita 
Falls, Sept. 22, 1954. Dr. L. N. Simmons, 1518 Tenth St., 
Wichita Falls, Chairman. 
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Oklahoma City Clinical Society Conference, Oklahoma City, Oct. 25- 
28, 1954. Miss Alma F. O’Donnell, 512 Medical Arts Bldg., Okla- 
homa City 2, Executive Secy. 

Postgraduate Medical Assembly of South Texas. Dr. Edward T. Smith, 
906 Hermann Professional Bldg., Houston, Secy. 

State Tumor Conference, Wichita Falls, April, 1955. Dr. Bailey R. 
Collins, 92514 Scott Street, Wichita Falls, Director. 


BOARD EXAMINATIONS 
Texas State Board of Examiners in Basic Sciences. Mrs. Betty Ratcliff, 
407 Perry-Brooks Bldg., Austin, Chief Clerk. 
Texas State Board of Medical Examiners, Fort Worth, Dec. 2-4, 1954. 
Dr. M. H. Crabb, 1714 Medical Arts Bldg., Fort Worth, Secy. 


FOUR POSTGRADUATE COURSES 


The University of Texas Postgraduate School of Medi- 
cine, Houston, will sponsor a fourteen-week course on func- 
tional neurology, to be held each Thursday evening, Septem- 
ber 9 through December 16. This is the second in a series 
of courses designed by the Department of Medical Psy- 
chology of the M. D. Anderson Hospital and the Tumor 
Institute for those interested in medical psychology. Twenty- 
eight credit hours will be given. The tuition fee is $15, 
with no fee charged to residents or trainees. Instructors will 
be Dr. George J. Ehni, Dr. Edmund M. Fountain, Dr. J. B. 
Trunnell, Dr. William S. Fields, and Dr. Abe Hauser. 

Early in October will be begun a course of twenty-four 
one-hour lectures once a week on radiologic physics. The 
course is designed for trainees and residents in radiology and 
physicians interested in the use of radiation as applied to 
the treatment of malignant disease. 

A course in industrial medicine will be given each Tues- 
day evening from October 12 through November 16 with 
Dr. V. C. Baird in charge. After each scientific presentation 
will be a question and answer period. 

Practical electrocardiology will be the topic of a course to 
be presented in Houston by Dr. Demetrio Sodi-Pallares, 
chief of the Department of Electrocardiology of the National 
Institute of Cardiology of Mexico City. The lectures will be 
given each evening, December 6-10, under the auspices of 
the University of Texas Postgraduate School of Medicine, 
Baylor University College of Medicine, and the Houston 
Heart Association. Emphasis will be on tracings commonly 
encountered in practice. Individualized instruction interpre- 
tation of specific tracings will be given. 

Details about all courses may be obtained from the 
postgraduate school, Texas Medical Center, 1400 Outer Belt 
Drive, Houston 25. ; 


GERIATRICS SOCIETY TO MEET 


The Texas Geriatrics Society will meet on September 4 
at the Texas Medical Association headquarters building, 
Austin. Business on the agenda for this meeting according 
to Dr. Henry H. Niehuss, Longview, president, includes the 
selection of an official journal for the society, preparation 
of an outline for the fall scientific meeting, and adoption of 
the constitution and by-laws. 

The committee which drew up the constitution and by- 
laws is composed of Dr. Martin S. Buehler, Dallas, chair- 
man; Dr. Don G. Kilgore, Dallas; Dr. W. S. Horn, Fort 
Worth; Dr. V. R. Hurst, Longview; Dr. B. E. Pickett, Sr., 
Carrizo Springs; Dr. S§. W. Thorn, Houston; Dr. Hugh P. 
Reveley, San Antonio; Dr. Charles T. Stone, Galveston; and 
officers of the society. 

Prior to the business meeting, speakers will be Dr. Stone, 
University of Texas School of Medicine, and Dr. Buehler, 
president of the Texas Academy of Internal Medicine, who 
will have recently returned from the International Academy 
of Gerontology in London. 

Applications for membership may be “addressed to the 
Texas Geriatrics Society, Longview. 


AUGUST 1954 


PERSONALS 


Dr. H. Jaworski, Waco, described the Waco plan for 
mass civilian casualties before the Industrial Medical Asso- 
ciation in Chicago in April. 

Dr. Daniel E. Jenkins, Houston, was elected vice-president 
of the American Trudeau Society at the meeting of the group 
in Atlantic City, May 18. 

Dr. John A. Trautman, Bethesda, Md., has been appointed 
officer in charge of the Public Health Service Hospital, Fort 
Worth. 

Dr. Albert W. Hartman, Jr., San Antonio, returned to 
his office in July after serving for several months in Europe 
as a civilian surgical consultant to the United States Army. 

Dr. Henry A. Cromwell, Houston, has been appointed to 
the board of directors of Texas Industrial Trust, Inc. 

Dr. E. R. Cox, Dallas, has been chosen recently as a 
board member of the Lakewood State Bank. 

Dr. Francis T. N. Hood, Jr., Sweetwater, and Miss Patsy 
Louise Wofford, Cleburne, were married June 6, in Cleburne. 

The wife of Dr. Ralph E. Donnell, Plainview, died on 
June 5. Mrs. Donnell was a member-at-large of the Third 
District Auxiliary. 

The wife of Dr. Arnett D. Ladd died on June 8 in a 
Fort Worth hospital after a long illness. Mrs. Ladd was a 
member of the Tarrant County Woman's Auxiliary. 

The wife of Dr. Robert W. Holton, Sr. died June 4 at 
their home in Terrell. 


WORLD CARDIOLOGY CONGRESS 


The Second World Congress of Cardiology will be held 
September 12-17 in Washington, D. C. The scientific ses- 
sions, which last for five days, will include formal papers, 
panel discussions, clinical pathologic conferences, and visits 
to several medical centers in Washington and Bethesda, Md. 

The congress will include banquets, sight-seeing tours, and 
post-congressional visits and conferences at some of the lead- 
ing cardiac clinics in the United States and Canada. 

The registration fee will be $25 for members and $15 for 
associate members (wives and children). Additional in- 
formation may be obtained from the secretary-general, Dr. 
L. W. Gorham, 44 East 23rd Street, New York 10. 


LSU ALUMNI ASSOCIATION 


The Louisiana State University Medical Alumni Associa- 
tion of Texas was organized at a May 3 meeting in San 
Antonio. Dr. Mildred Ward, San Antonio, presiding offi- 
cer, introduced a special guest, Dr. B. H. Beard, Fort Worth, 
former professor of biochemistry at the medical school. It 
was decided to meet annually at the time of the convention 
of the Texas Medical Association, and the following officers 
were elected: Dr. Sam F. Hartman, Beaumont, president; 
Dr. A. A. Tisdale, Austin, vice-president; Dr. J. R. Dupre, 
San Antonio, secretary; and Dr. Ward, treasurer. 


Regional Rehabilitation Meeting 


At the Southwest Regional Conference of the National 
Rehabilitation Association held in Fort Worth May 31- 
June 2, three members of the Texas Medical Association 
were speakers. Addressing the group on “Dynamics of 
Counseling” was Dr. David Wade, Austin. Dr. Robert H. 
Mitchell, Fort Worth, was moderator of a panel discussion 
“Cardiac in Industry,” and Dr. Joseph F. McVeigh, Fort 
Worth, participated on the panel as the physician member. 

In addition to Texans on the program, there were repre- 
sentatives from Louisiana, New Mexico, and Oklahoma and 
guest speakers from Washington, D. C. 





Southwestern Surgical Congress 


The Southwestern Surgical Congress will hold its sixth 
annual meeting September 20-22 at Oklahoma City. The 
program will include scientific papers, panel discussions, 
round table luncheons, and entertainment. 

Guest speakers include Dr. John M. Waugh, Rochester, 
Minn.; Dr. W. Alton Ochsner, New Orleans; and Dr. Zeph 
J. R. Hollenbeck, Columbus, Ohio. In addition, Dr. Michael 
E. DeBakey, Dr. Denton A. Cooley, and Dr. Oscar Creech, 
all of the Baylor University School of Medicine, Houston, 
will present a paper on “Surgical Considerations of Disease 
of the Aorta.” “Effects of Various Shock States and Their 
Treatment on: Pulmonary Function; Hepatic Function; 
Renal Function” will be the topic of Dr. Ben J. Wilson, 
Dr. Morris J. Fogelman, and Dr. Jerry A. Stirman, South- 
western Medical School of the University of Texas, Dallas. 
Dr. F. M. Lingenfelter, Dr. Ernst Lachmann, Dr. Frank E. 
Darrow, and Dr. Ray H. Lindsey, University of Oklahoma 
School of Medicine, Oklahoma City, will present “Inguinal 
Hernia—Anatomical Considerations, Statistical Analysis and 
Surgical Technique.” 

Entertainment will include a barbecue, a dinner and dance, 
and special entertainment for the ladies. 

Further information may be had from the congress, 207 
Plaza Court Building, Oklahoma City 3. 


PHYSICAL MEDICINE AND REHABILITATION 


The thirty-second annual session of the American Con- 
gress of Physical Medicine and Rehabilitation will be held 
September 6-11 in Washington, D. C. Scientific and clini- 
cal sessions will be given beginning on September 7, and 
all sessions are open to doctors who are members of the 
American Medical Association. Annual instruction seminars 
will be held also. These lectures will be open to physicians 
and therapists who are registered with the American Regis- 
try of Physical Therapists or the American Occupational 
Therapy Association. 

Additional information may be obtained from the execu- 
tive offices, 30 North Michigan Avenue, Chicago 2. 


NORTH TEXAS-SOUTHERN OKLAHOMA CLINIC 


The North Texas-Southern Oklahoma Fall Clinical Con- 
ference will be held in Wichita Falls on September 22. The 
scientific program will include Dr. Edward L. Pratt, Dallas, 
“Management of Meningitis in Children”; Dr. Elmer L. 
Sevringhaus, Jersey City, N. J., “Use of Sex Steroids in 
General Practice” and “Prescribing of Adequate Nutrition 
in General Practice”; Robert L. Faulkner, Cleveland, Ohio, 
“Ectopic Pregnancy” and “Early Diagnosis of Cancer of 
Cervix and Corpus”; and Robert Sparkman, Dallas, “Com- 
mon Fallacies in Gallbladder Disease.” 

William Alan Richardson, Rutherford, N. J., editor of 
Medical Economics, will speak on “How to Liquidate Your 
Poor Relations” at the evening dinner. The registration fee 
of $8 for doctors includes meals and a cocktail party; a fee 
of $4 for the ladies covers the evening meal and cocktail 
party. 


Heart Symposium 


The Red River Valley District Heart Association pre- 
sented on June 6 in Sherman a one day symposium on “‘Dis- 
eases of the Heart and Circulation” under the auspices of 
Southwestern Medical School of the University of Texas in 
cooperation with the Fort Worth Laboratory for Surgical 
Research. Participants in the program were Dr. Albert M. 
Goggans, Dr. Clive Johnson, Dr. John Marietta, Dr. Robert 
H. Mitchell, and Dr. O. J. Wollenman, Fort Worth; and 
Dr. Alfred Harris, Dr. John A. Osborne, Dr. Howard Heyer, 
and Dr. Maurice Scurry, Dallas. In addition to the scien- 
tific papers, three panel discussions were presented at he 
meeting. 


World Medical Association 


The World Medical Association will convene in Rome, 
Italy, for its eighth general assembly from September 26 
through October 2. Information about the meeting may be 
obtained from the secretary-general, Dr. Louis H. Bauer, 
345 46th Street, New York 17. 


| LIBRARY SECTION 


SNAKES OF TODAY 


There are more than 2,000 kinds of snakes, ranging in 
size from the 30 foot python to the midget of only 6 inches. 
Fortunately a large majority of snakes are nonvenomous. 
Only one-eighth of all known venomous species have highly 
developed poison-conducting fangs, and of this number not 
more than 60 per cent are deadly to man. According to 
Ditmars, in the United States there are over 100 kinds of 
nonvenomous snakes, and close to 20 poisonous species. At 
least 40 varieties of the poisonous snakes are found in the 
Southwest. 

Rattlesnakes are found only in the New World, being 
most abundant in the southwestern United States, where 
more than a dozen kinds occur. Texas rattlesnakes range 
in size from the 18 inch western ground rattlesnake to the 
7 foot diamondback rattlesnake, one of the most dangerous 
snakes in North America. 

Snakes found in Texas have been the topic of many in- 
teresting papers, and the various species collected in the 
state are to be found in many museums throughout the 
world. As early as 1853 Dr. Benno Matthes, a Silesian 
physician, went to Galveston to collect naturalia for the 


cabinet in Dresden. From the published works of Dr. 
Matthes it is found that he made a study of the coral snakes. 
He noted that the Elaps had immovable fangs, were poison- 
ous, and could open their jaws wide enough to swallow 
other snakes as large as themselves. He noted also that 
snakes frequently devour their own ‘species. 

Although there are few deaths annually from snake bites 
in the United States, it is well known among snake bite 
authorities that more people die from snake bites in Texas 
than in any other state. The problem of a bite from a 
poisonous snake can be complicated still further by the fact 
that distances are great between towns, and since frequently 
the patient is far from help when he is bitten, considerable 
time may elapse before treatment is available. 

The Memorial Library of the Texas Medical Association 
has available the following publications on the subject of 
snakes: 

Apology to Texas, J. Pediat. 43:120 (July) 1953. 

Bulger, J. J., and Northrop, A. K., Jr.: Perforated Duo- 
denal Ulcer Following Snakebite, J.A.M.A. 147:1134-1135 
(Nov. 17) 1951. 

Chotkowski, k A.: Treatment of Snake-Bite Poisoning, 
New England J. Med. 241:600-603 (Oct. 20) 1949. 
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Crimmins, M. L.: Facts About Texas Snakes and Their 
Poison, Texas State J. Med. 23:198-202 (July) 1927. 

Dawson, Everett T.: Western Diamond-Backed Rattle- 
snake, Austin, Texas Game and Fish Commission, Leaflet 
No. 16C. 

Ditmars, Raymond L.: Snakes of World, New York, 
MacMillan Company, 1952. 

Fillmore, R. S.: Early Local Treatment of Snake Bite, 
Texas State J. Med. 37:311-313 (Aug.) 1941. 

Gowdy, John M.: Treatment of Snakebite with Corti- 
sone; Report of Four Cases, Am. Pract. & Digest Treat. 
5:569-572 (July) 1954. 

Hoback, William W., and Green, Thomas W.: Treat- 
ment of Snake Venom Poisoning with Cortisone and Corti- 
cotropin, J.A.M.A. 152:236-237 (May 16) 1953. 

Jackson, Dudley: First Aid Treatment for Snake Bite, 
Texas State J. Med. 23:203-209 (July) 1927. 

Ortenburger, A. I.: Treatment of Snake Bite, J. Okla- 
homa State M. A. 45:211-215 (June) 1952. 

Shannon, Frederick A.: Comments on Treatment of Rep- 
tile Poisoning in Southwest, Southwestern Med. 34:367-373 
(Oct.) 1953. 

Snake Bites, J. Pediat. 42:643-644 (May) 1953. 

Stahnke, Herbert L.: L-C Treatment of Venomous Bites 
or Stings, Am. J. Trop. Med. 2:142-143 (Jan.) 1953. 

Werler, John E.: Poisonous Snakes of Texas and First 
Aid Treatment of Their Bites, Austin, Texas Game and Fish 
Commission, Bulletin No. 31, February, 1953. 


MEDICAL LIBRARY ASSOCIATION 


At the fifty-third annual meeting of the Medical Library 
Association in Washington, D. C., in June, Miss Pauline 
Duffield, Librarian, Texas Medical Association, was elected 
treasurer. Other officers elected were Miss Wilma Troxel, 
Chicago, president; Mr. Wesley Draper, Brooklyn, vice- 
president (president-elect); Dr. E. H. Cushing, Washington, 
D. C., honorary vice-president; Miss Esther Judkins, New 
York, secretary; and Miss Clara S$. Manson, San Francisco, 
and Mr. Robert T. Lentz, Philadelphia, members of the 
board of directors. The next meeting of the group will be 
at Marquette University School of Medicine, Milwaukee, in 
June, 1955. 


BOOKS RECEIVED IN JULY 


Ackerman, L. V.: Cancer, Diagnosis, Treatment and 
Prognosis, ed. 2, St. Louis, C. V. Mosby, 1954. 

Advances in Internal Medicine, vol. 6, New York, Inter- 
science Press, 1954. 

American Medical Association: New and Non-Official 
Remedies, 1954, Chicago, 1954. 

American Medical Association Council of Pharmacy and 
Chemistry: Fundamentals of Anesthesia, ed. 3, Philadelphia, 
W. B. Saunders, 1954. 

Dubuisson, M.: Muscular Contraction, Springfield, Ill., 
Charles C Thomas, 1954. 

Escamilla, Roberto F.: Laboratory Aids in Endocrine Di- 
agnosis, Springfield, Ill., Charles C Thomas, 1954. 

Fine, Jacob: Bacterial Factor in Traumatic Shock, Spring- 
field, Ill., Charles C Thomas, 1954. 

Hill, Fontaine S.: Practical Fluid Therapy in Pediatrics, 
Philadelphia, W. B. Saunders, 1954. 

Iowa State Medical Society: Handbook of Resources Avail- 
able to Physicians, lowa State Medical Society, 1954. 

Kant, Fritz: Treatment of Alcoholic, Springfield, IIl., 
Charles C Thomas, 1954. 

Katz, Louis N., and Stamler, Jeremiah: Experimental 
Atherosclerosis, Springfield, Ill., Charles C Thomas, 1953. 
Krantz, John C.: Pharmacologic Principles of Medical 
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Practice, ed. 3, Baltimore, Williams and Wilkins, 1954. 

MacKenna, R. M. B.: Modern Trends in Dermatology, 
series 2, New York, Paul B. Hoeber, Inc., 1954. 

National Foundation for Infantile Paralysis: Collected 
Reprints, vol. 14, parts 1 and 2, New York, 1954. 

Roskam, Jacques: Arrest of Bleeding, Springfield, IIl., 
Charles C Thomas, 1954. 

Rothman, Stephen: Physiology and Biochemistry of Skin, 
Chicago, University of Chicago Press, 1954. 
Wolstenholme, G. E. W.: Peripheral Circulation in Man, 
Ciba Foundation Symposium, Boston, Little, Brown and 

Company, 1954. 


CONTRIBUTIONS TO THE LIBRARY 

Grateful acknowledgment is made by the Texas Medical 
Association Memorial Library for the following recent gifts: 

Bexar County Woman’s Auxiliary, San Antonio, 10 vol- 
umes of Transactions of the Texas Medical Association. 

Dr. G. E. Brandes, Austin, 97 journals. 

Dr. S. N. Key, Jr., Austin, 32 journals. 

Dr. L. H. Reeves, Fort Worth, 4 journals. 

Dr. W. D. Roberts, Austin, 36 journals. 

Dr. N. L. Schiller, Austin, 27 journals, 7 pamphlets. 


MOTION PICTURES FOR LOAN 


Surgical Treatment for Splenic Flexure Carcinoma with 

Solitary Liver Metastasis 

16 mm., silent, color, 40 minutes. By Dr. Philip 
Thorek, Chicago. 

Part one contains an exceptionally good illustration of the 
McBurney incision and will be of interest to any physician 
who might use this incision. An excellent illustration of the 
method of doing a cecostomy is included. Part two deals 
with the resection of the carcinoma in the splenic flexure. 
It is superb for the surgeon who has occasion to perform 
colon resections. Part three follows the pattern of reel two 
and contains the closure of the cecostomy. Remarkable 
hemostasis is noted throughout the three reels. The color is 
excellent. 


Surgical Treatment for Coarctation of the Aorta 
16 mm., silent, color, 30 minutes. By Dr. Philip 
Thorek, Chicago. 

This film is beautifully done and well edited, with re- 
markable true color rendition. It is of interest to cardiol- 
ogists and those interested in cardiac conditions amenable to 
surgery. It is highly specialized and only of academic in- 
terest to most physicians. 


Hemicolectomy for Carcinoma of Right Side of Colon 
16 mm., silent, color, 22 minutes. By Dr. Philip 
Thorek, Chicago. 

This is an excellent color rendition, with the material 
well organized. The film presents a good demonstration of 
the technique of ileocolostomy and is recommended for any 
physician who might encounter the necessity of this proce- 
dure. The film will be of most interest to surgeons. 


BOOK NOTICES 


Speech Problems of School Children 

A symposium co-sponsored by the Divisions of 
School Psychologists and of Educational Psychology 
of the American Psychological Association, the Amer- 
ican Speech and Hearing Association, and the Na- 
tional Society for Crippled Children and Adults, 
Inc. 61 pages. $1.25. Chicago, National Society 
for Crippled Children and Adults, 1953. 
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*Basic Principles of Cancer Practice 


ANDERSON NETTLESHIP, M. D., Professor of Pa- 
thology, University of Arkansas, Fayetteville, Ark. 
397 pages. $7. Williams and Wilkins, Baltimore, 


1952. 

This volume was prepared for the general practitioner 
and the medical student. In an introductory exposition of 
his purpose and reasons for writing the book the author 
states the need for a text to deal broadly with the subjects 
of diagnosis, prognosis, and treatment of cancer in humans. 
Most of the book’s nineteen chapters are so divided and in 
that order. The larger divisions of the subject are made 
according to the part of the body in which the neoplasms 
occur rather than by tumor classification. There are addi- 
tional materials of interest on the subjects of occupational 
cancer, trauma, biochemistry, medicolegal aspects, and psy- 
chological implications. Dr. Nettleship gives seven princi- 
ples of treatment, and his approach to the whole theme is 
instructive, as noncontroversial as the nature of the subject 
permits, and practical. 

An attractive feature of this volume is the illustrative 
matter included. There are 109 photographs, drawings, and 
charts (not separately indexed), and case histories are cited 
in some detail, The bibliographies are at the ends of the 
chapters and are both up-to-date and full. From the litera- 
ture the author has selected well over 300 bibliographic 
items for recommended further reading. Another favorable 
factor for quick reference usage is his practice of summari- 
zation of each chapter at its conclusion. 


*Practical Management of Diabetes 


EDWARD TOLSTOI, M. D., Associate Professor of Clin- 
ical Medicine, Cornell University Medical College; 
Attending Physician and Chief, Diabetic Hospital, 


New York Hospital, New York. 93 pages. $3.25. 
Springfield, Ill., Charles C Thomas, 1953. 

This ninety-three page manual consists of nine chapters 
on various aspects of the management of diabetes—some 
new, some old. As many reviewers have noted, it is “a de- 
fense of glycosuria,” and one of the newer points is the 
author’s opinion that glycosuria and hyperglycemia are harm-- 
less as long as the patient is symptomless and without 
acetonuria. This undoubtedly will be strongly challenged 
in many areas since the generally accepted aim in treatment 
of the diabetic is to keep the blood sugar approximately 
normal and the urine relatively sugar free. 

From a critical standpoint, there is no mention of diet 
calibration nor are there any food tables except in weight 
reduction. Desired weight gain is regulated by insulin 
dosage rather than food intake and this deviates consider- 
ably from accepted practice. 


Favorable points are that the arrangement and typography 
are good. In general, however, this book serves only to pre- 
sent one point of view which will provoke many arguments. 


“Handbook on Diseases of Children 


BRUCE WILLIAMSON, M. D. (Edin.), F.R.C.P. (Lon- 
don), Physician, Children’s Department, Royal North- 
ern Hospital, London, and Lecturer, North London 
Post-Graduate Institute. Seventh edition. 467 pages. 
$5. Edinburgh and London, E. & S. Livingstone, 1953. 
Distributed by Williams and Wilkins, Baltimore. 


This handbook gives a detailed and comprehensive de- 
scription of the signs and symptoms of diseases of children 
and the underlying physiology. It is a book designed for 

\Clifton D. Howe, M. D., Houston. 


2H. C. Powell, M. D., Austin. 
8Joe C. Rude, M. D., and Pura Santiago, M.D ., Austin. 


the general practitioner and busy pediatrician as a quick 
ready reference for clinical information that can be utilized 
in making a diagnosis without an exorbitant expenditure of 
the patient’s funds on costly laboratory procedures. 

The author discusses pathognomonic as well as groups of 
significant symptom complexes and signs helpful to an im- 
mediate bedside diagnosis. No great emphasis is made on 
laboratory findings or specialized diagnostic procedures. 

Description of the course of each disease is illuminating 
and interestingly simple. It is easy to follow the author's 
viewpoint in his vivid portrayal of the child with the disease. 

It is a handy reference for medical students, busy practi- 
tioners, and pediatricians. The disease entity is presented in 
an orderly manner with a brief discussion of the pertinent 
diagnostic tests and modes of treatment of practical value. 
This handbook is a valuable addition to any practitioner's 
set of reference books and to that of allied specialists. 


‘Experimental Atherosclerosis 


Louis N. KATZ, M. D., Director Cardiovascular De- 
partment, Medical Research Institute, Michael Reese 
Hospital, Chicago, and JEREMIAH STAMLER, M. D., 
Research Associate, Cardiovascular Department, Med- 
ical Research Institute, Michael Reese Hospital, Chi- 
cago, 375 pages. $10.50. Springfield, Ill., Charles C 
Thomas, 1953. 

This monograph presents a study of human atherosclerosis 
and a review of the vast and sometimes conflicting experi- 
mental work in this field. The authors define atherosclerosis 
as intimal arteriosclerosis or amorphous lipid accumulation 
in the intima. 


The effect of world dietary habits upon the incidence of 
atherosclerosis and elevated cholesterol plasma levels is 
noted as is the decreased incidence of atherosclerosis on an 
enforced low fat diet, demonstrated during World War II. 
Diabetes mellitus, nephrosis, chronic nephritis, hypothyroid- 
ism, biliary obstruction, hypertension, hyperadrenocorticism 
and familial hypercholesterolemia are accompanied by an 
increased incidence of atherosclerosis. 

The relationship of the plasma lipoprotein colloidal com- 
plex (the state of aggregation of cholesterol in plasma) is 
considered the most important single factor in atherosclerosis. 

The final chapter reviews experimental animal work par- 
ticularly with chickens. The authors conclude that “altered 
cholesterol metabolism plays a key role in human athero- 
genesis.” 

The monograph is a good review of experimental athero- 
sclerosis. Because of the insertion of many references in the 
text and inclusion of conflicting evidence, the work is 
necessarily rather cumbersome as regards readability. 


"Salmonellae and Shigellae; Laboratory. Diagnosis Correlated 
with Clinical Manifestations and Epidemiology 


ALFRED J. WEIL, M. D., Department of Bacteriolo- 
gy, Bronx Hospital, New York, and IVAN SAPHRA, 
M. D., Department of Bacteriology, Beth Israel Hos- 
pital, New York. 247 pages. $7.75. Springfield, 
Ill., Charles C Thomas, 1953. 

The purpose of this book, as quoted by the authors in 
the preface, is to assemble, conveniently, the information 
necessary for handling the laboratory aspects of Salmonellae 
and Shigellae infections. Furthermore, it was written to 
supply the link for adequate cooperation between bacteri- 
ologist, clinician, and epidemiologist in controlling these 
diseases (typhoid fever, paratyphoid fever, and bacillary 
dysentery ). 


‘Gretchen Runge, M D., Austin 
5H. C. Powell, M. D., Austin. 
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The book is divided into fifteen chapters which deal 
with the various aspects of Salmonellae and Shigellae from 
laboratory, clinical, and therapeutic standpoints. There are 
fourteen illustrations, all of which are good except figure 
14, which does not demonstrate clearly the testing for anti- 
biotic sensitivity of the disk method. 

The best chapters on the laboratory procedures and evalu- 
ation are the ones dealing with properties, methods of iso- 
lation, cultural methods, and the Widal test. Clinical view- 
points are best expressed in the chapters on clinical features 
and epidemiology, natural and immune resistance, bacteri- 
ophages for diagnosis and treatment, and, again, cultural 
methods. Treatment is summarized and emphasized well 
in the chapter on sulfonamides and antibiotics. Epidemi- 
ology is thoroughly brought out, both in the localized and 
the generalized form of the diseases. 

This book serves as a handy review of the Salmonellae 
and Shigellae infections and is food for thought when un- 
explained fevers and diarrheas need explaining. 


°The Psychiatrist, His Training and Development 
Report of the 1952 Conference on Psychiatric Edu- 
cation held at Cornell University, Ithaca, New York, 
June 19-25, 1952, organized and conducted by the 
American Psychiatric Association and the Association 
of American Medical Colleges. 214 pages. Balti- 
more, Lord Baltimore Press, 1953. 
This report is focused primarily on training and develop- 
ment of career psychiatrists, so the discussion begins with 
the development of residency training. There is much suc- 
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TEXAS MEDICAL ASSOCIATION 


EXECUTIVE COUNCIL TO MEET 


Meetings on September 3 and 4 of councils and com- 
mittees of the Texas Medical Association will precede the 
fall Executive Council meeting September 5 at the head- 
quarters building in Austin. Dr. A. L. Thomas, Ennis, is to 
be presented with the plaque for the General Practitioner of 
the Year of Texas, and reports of the various councils and 
committees of the Association will be accepted at the Sep- 
tember 5 meeting. 


The Board of Trustees will meet Friday evening, Septem- 
ber 3, and again the next day. Friday at 8 p. m. there will 
be a meeting of the Committee on Infringements of Med- 
ical Practice. Meetings scheduled for Saturday, September 4, 
include the following: Advisory Committee to the President 
at 8:30 a. m.; Committee on Blood Banks, 1 p. m.; Com- 
mittee on Rural Health and Doctor Distribution, 1 p. m.; 
Council on Medical Education and Hospitals, 1 p. m.; Com- 
mittee on Library Endowment, 2 p. m.; Council on Medical 
Defense, 4 p. m.; Council on Medical Economics, 4 p. m.; 
Council on Medical Jurisprudence, 7 p. m.; Council on 
Scientific Work, 7 p. m.; and Committee on Mental Health, 
8:30 p.m. Other meetings may be scheduled at a later date. 

Sunday morning, September 5, at 8 a. m. the Council on 
Scientific Work will meet jointly with the officers of the 
scientific sections for the 1955 annual session and repre- 
sentatives of various specialty societies, and the Executive 
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ceeding discussion, pro and con, of the contents of the ideal 
residency training program. 

The report of the special commission on psychodynamic 
principles is given verbatim, and the conference as a whole 
apparently preferred to accept the report. 

Considerable detail in the discussion is given on the ideals 
and practices in the training of residents, recruitment and 
selection of residents, and the resident's personal problems. 

The chapter on training centers discusses the approved 
training program and lists the approved residencies in psy- 
chiatry for one, two, and three years. The roles of psycho- 
analysis and of child psychiatry in residency training were 
discussed thoroughly. 

The chapter on some special fields includes memoranda 
submitted to the conference on special fields or subspecial- 
ties for which hospital residency training provides scanty 
orientation. Psychiatry in the training for other specialties, 
such as pediatrics, internal medicine, surgery, and public 
health, was discussed at the conference. 

The statements on psychiatry and the nation’s health are 
good and reveal to a great extent the need for psychiatrists 
and allied psychiatric personnel throughout the nation. There 
is also a realization of the need for the residency programs 
to prepare the psychiatrist to grasp the opportunities for 
preventive psychiatry and to make the most of them in the 
rapidly expanding field of promoting mental health. 

This report has made an excellent book, and it should be 
recommended for many individuals. Some parts of the book 
are somewhat difficult reading for individuals not familiar 
with psychiatry, but, in general, this book is recommended 
and specially for psychiatrists and physicians who are inter- 
ested in becoming psychiatrists. 





Council will be called to order at 9 a. m. at the Texas 
Medical Association headquarters building. 

The Executive Council, ex-officio, is composed of the 
President as chairman, the President-Elect, Vice-President, 
Secretary, Executive Secretary, Treasurer, Speaker of the 
House of Delegates, Vice-Speaker of the House of Dele- 
gates, Board of Trustees, Board of Councilors, Texas Dele- 
gates to the American Medical Association, chairmen of all 
councils, members of the Council on Medical Jurisprudence, 
and chairman of the Committee on Public Relations. 


Officers, Councils, and Committees 


Following are the officers, councils, and committees of 
the Texas Medical Association for the year 1954-1955 with 
the year in which their terms of office expire indicated in 
parentheses : 

OFFICERS 
L. Blasingame, Wharton, President. 
yton Cochran, San Antonio, President-Elect. 
Terrell, Stephenville, Vice-President. 
. Travis, Jacksonville, Secretary (1956). 

N. C. Forrester, Austin, Executive Secretary. 

T. H. Thomason, Fort Worth, Treasurer (1956). 

Hobart O. Deaton, Fort Worth, Speaker of the House of 
Delegates. 

Charles P. Hardwicke, Austin, Vice-Speaker of the House 
of Delegates. 


F. J. 
J. La 
yc. 
J.M 


BOARD OF TRUSTEES 


R. W. Kimbro, Cleburne, Chairman (1957). 
G. V. Brindley, Temple, Vice-Chairman (1955). 
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Troy A. Shafer, Harlingen, Secretary (1959). 
Denton Kerr, Houston (1958). 
Sam N. Key, Austin (1956). 


BOARD OF COUNCILORS 

First District, J. Leighton Green, El Paso (1955); C. E. 
Oswalt, Jr., Fort Stockton, Vice-Councilor. 

Second District, R. B. G. Cowper, Big Spring (1957); 
Chester U. Callan, Rotan, Vice-Councilor. 

Third District, Frank B. Malone, Lubbock (1956); H. H. 
Latson, Amarillo, Vice-Councilor. 

Fourth District, H. L. Locker, Brownwood (1955); O. H. 
Chandler, Ballinger, Vice-Councilor. 

Fifth District, J. J. Hinchey, San Antonio (1956); D. E. 
Packard, Kerrville, Vice-Councilor. 

Sixth District, Franklin W. Yeager, Corpus Christi (1956); 
Stanley W. Bohmfalk, Weslaco, Vice-Councilor. 

Seventh District, David Wade, Austin (1957); Vacancy, 
Vice-Councilor. 

Eighth District, James H. Wooten, Jr., Columbus (1957); 
John L. Otto, Galveston, Vice-Councilor. 

Ninth District, J. T. Billups, Houston, Secretary (1957); 
A. M. Dashiell, Houston, Vice-Councilor. 

Tenth District, L. C. Heare, Port Arthur (1957); Stephen 
B. Tucker, Nacogdoches, Vice-Councilor. 

Eleventh District, C. E. Willingham, Tyler (1955); Lynn 
Hilbun, Henderson, Vice-Councilor. 

Twelfth District, J. Wilson David, Corsicana (1956); How- 
ard O. Smith, Marlin, Vice-Councilor. 

Thirteenth District, R. G. Baker, Fort Worth, Chairman 
(1955); L. J. Webster, Abilene, Vice-Councilor. 

Fourteenth District, Mayo Tenery, Waxahachie (1955); L. 
W. Johnston, Terrell, Vice-Councilor. 


Fifteenth District, H. O. Padgett, Marshall (1956); Vacan- 
cy, Vice-Councilor. 


DELEGATES TO THE AMERICAN MEDICAL ASSOCIATION 

A. C. Scott, Jr., Temple (1956). 

John K. Glen, Houston (1956). 

Robert B. Homan, Jr., El Paso (1956) .’ 

T. C. Terrell, Fort Worth (1955). 

M. O. Rouse, Dallas (1955). 

J. B. Copeland, San Antonio (1955). 

Delegate Designate, James H. Wooten, Jr., Columbus 
(1956). 


ALTERNATE DELEGATES TO THE AMERICAN 

MEDICAL ASSOCIATION 

John L. Otto, Galveston (1956). 

Robert W. Kimbro, Cleburne (1956). 

L. C. Heare, Port Arthur (1956). 

J. C. Terrell, Stephenville (1955). 

Troy Shafer, Harlingen (1955). 

George Turner, El Paso (1955). 

Alternate Delegate Designate, L. H. Reeves, Fort Worth 

(1956). 

EXECUTIVE COUNCIL 


Ex-officio, President (Chairman), President-Elect, Vice- 
President, Secretary, Executive Secretary, Treasurer, Speaker 
of the House of Delegates, Vice-Speaker of the House of 
Delegates, Board of Trustees, Board of Councilors, Texas 
Delegates to the American Medical Association, Chairmen of 
all Councils, Members of the Council on Medical Jurispru- 
dence, and Chairman of the Committee on Public Relations. 


1Appointed May 10, 1954, to fill the vacancy created by the resig- 
nation of Dr. E. A. Rowley, Amarillo, on May 7, 1954. 


COUNCIL ON MEDICAL DEFENSE 


Charles L. McGehee, San Antonio, Chairman (1955). 
John H. Wootters, Houston (1959). 

Joe Nichols, Atlanta (1958). 

P. M. Kuykendall, Ranger (1957). 

Harold M. Williams, Austin (1956). 

F. J. L. Blasingame, Wharton (ex-officio). 

N. C. Forrester, Austin (ex-officio). 


COUNCIL ON MEDICAL JURISPRUDENCE 


J. B. Copeland, San Antonio, Chairman (1957). 
G. W. Cleveland, Austin (1959) .? 

J. W. Rainer, Odessa (1958). 

Robert D. Moreton, Fort Worth (1956). 

John K. Glen, Houston (1955). 

F, J. L. Blasingame, Wharton (ex-officio). 

N. C. Forrester, Austin (ex-officio). 


COUNCIL ON SCIENTIFIC WORK 


May Owen, Fort Worth, Chairman (1957). 

John C. Kennedy, Houston (1959) 8 

Clyde A. Stevenson, Temple (1958). 

L. Bonham Jones, San Antonio (1956). 

Kleberg Eckhardt, Corpus Christi (1955). 

F. J. L. Blasingame, Wharton (ex-officio) . 

N. C. Forrester, Austin (ex-officio) . 
COUNCIL ON MEDICAL ECONOMICS 

Harvey Renger, Hallettsville, Chairman (1957). 

Gail Medford, Lufkin (1959). 

E. W. Jones, Wellington (1958). 

A. G. Barsh, Lubbock (1956). 

Raleigh R. Ross, Austin (1955). 

F. J. L. Blasingame, Wharton (ex-officio). 

N. C. Forrester, Austin (ex-officio). 


COUNCIL ON MEDICAL EDUCATION AND HOSPITALS 
John L. Matthews, San Antonio, Chairman (1957) .* 
S. W. Thorn, Houston (1959). 

G. N. Aagaard, Dallas (1958).° 

Truman G. Blocker, Jr., Galveston (1956). 

W. S. Barcus, Fort Worth (1955). 

F. J. L. Blasingame, Wharton (ex-officio) . 

N. C. Forrester, Austin (ex-officio) . 


WAR COUNCIL 


Ex-officio, President (Chairman), President-Elect, Vice- 
President, Secretary, Executive Secretary, Treasurer, Speaker 
of the House of Delegates, Board of Trustees, Board of 
Councilors, Chairmen of all Councils, and Chairman of the 
Committee on Public Relations. 


COMMITTEE ON CANCER 
Porter Brown, Fort Worth, Chairman (1958). 
Charles Phillips, Temple (1959). 
C. T. Ashworth, Fort Worth (1957). 
R. E. Windham, San Angelo (1956). 
R. Lee Clark, Jr., Houston (1955). 


COMMITTEE ON MEDICAL HISTORY 


Tate Miller, Dallas, Chairman (1958). 
Felix P. Miller, El Paso (1959). 


Appointed July 26, 1954, to fill the vacancy created by the resig- 
nation of Dr. Sam N. Key, Jr., Austin, on June 8, 1954. 

8Appointed May 13, 1954, to fill the vacancy created by the resig- 
nation of Dr. Charles D. Reece, Heuston, on May 11, 1954. 

‘Appointed chairman May 4, 1954, to fill the vacancy created by 
the resignation of Dr. M. O. Rouse, Dallas, on May 4, 1954. 

5Appointed May 13, 1954, to fill the vacancy created by the resig- 
nation of Dr. John S. Chapman, Dallas, who was appointed to fill 
the unexpired term of Dr. Rouse. 
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W. E. Whigham, McAllen (1957). 
L. H. Reeves, Fort Worth (1956). 
A. A. Ross, Sr., Lockhart (1955). 


COMMITTEE ON PUBLIC RELATIONS 


William M. Crawford, Fort Worth, Chairman. 
A. F. Clark, Jr., San Antonio. 

Glenn D. Carlson, Dallas. 

Raleigh R. Curtis, Temple. 

H. M. Anderson, San Angelo. 

Van D. Goodall, Clifton. 


COMMITTEE ON TUBERCULOSIS 


W. D. Anderson, San Angelo, Chairman (1956). 
William D. Seybold, Houston (1959). 

Orville E. Egbert, El Paso (1958). 

John A. Wiggins, Fort Worth (1957). 

Ralph E. Gray, Lake Jackson (1955). 


COMMITTEE ON LIBRARY ENDOWMENT 


B. E. Pickett, Carrizo Springs, Chairman (1957).° 
Jack G. Kerr, Dallas (1959). 

Joe T. Gilbert, Austin (1958). 

V. R. Hurst, Longview (1956). 

R. D. Little, Wharton (1955). 


COMMITTEE ON MENTAL HEALTH 


Hamilton Ford, Galveston, Chairman (1958). 
Andrew S. Tomb, Victoria (1959). 

Dorothy Wyvell, Midland (1957). 

A. B. Cooper, El Paso (1956). 

Abe Hauser, Houston (1955). 


COMMITTEE ON PUBLIC HEALTH 
Hugh Welsh, Houston, Chairman (1956). 
M. O. Rouse, Dallas (1959). 
H. H. Latson, Amarillo (1959). 
T. A. Fears, Beaumont (1958). 
William E. Lockhart, Jr., Alpine (1958). 
John F. Pilcher, Corpus Christi (1957). 
Arthur G. Schoch, Dallas (1957). 
H. D. Gilliam, McAllen (1956). 
Thomas H. Diseker, San Antonio (1955). 
H. K. Brask, San Angelo (1955). 


COMMITTEE ON BLOOD BANKS 


E. E. Muirhead, Dallas, Chairman (1956). 
D. A. Todd, San Antonio (1959). 

W. J. Emerson, Laredo (1958). 

O. J. Wollenman, Jr., Fort Worth (1957). 
T. M. Oliver, Waco (1955). 


Committee on General Arrangements for the 1955 Annual 
Session (all of Fort Worth) —William M. Crawford, Chair- 
man; James D. Murphy; Robert D. Moreton; Dolphus E. 
Compere; R. V. Brasher. 

Committee on Memorial Services.—L. H. Reeves, Fort 
Worth, Chairman; R. G. Baker, Fort Worth, Vice-Chair- 
man; Irving W. Moody, Houston; Herbert Donnell, Waxa- 
hachie; E. H. Lindsey, Beaumont; A. C. Bennett, Marlin. 

Committee on Scientific Exhibits —E. T. Smith, Houston, 
Chairman; J. W. Birdwell, Tyler; S. S. Evans, McAllen; Olin 
B. Gober, Temple; S. L. Witcher, Clifton. 

Advisory Board to Texas Society of Medical Technol- 
ogists —W. O. Russell, Houston, Chairman; J. H. Childers, 
Galveston; M. S. Hart, El Paso. 





®Appointed chairman April 20, 1954, to fill the vacancy created 
by the resignation of Dr. J. M. Travis, Jacksonville, on April 1. 1954. 

TAppointed May 14, 1954, to fill the vacancy created by the resigz- 
nation of Dr. David Wade, Austin, on May 13, 1954. 
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Committee on Rural Health and Doctor Distribution.— 
C. U. Callan, Rotan, Chairman; C. E. Oswalt, Jr., Fort 
Stockton; Stephen B. Tucker, Nacogdoches; J. H. Harris, 
Marshall; George Bruce, Baytown; G. V. Edgar, Levelland. 

Committee on Revision of the Constitution and By-Laws. 
—John F. Thomas, Austin, Chairman; Robert B. Homan, 
Jr., El Paso; Hobart O. Deaton, Fort Worth; J. J. Hinchey, 
San Antonio; J. Charles Dickson, Houston. 

Committee on Nursing Care.—A. C. Scott, Jr., Temple, 
Chairman; R. D. Holt, Meridian; R. A. Neblett, Canyon; 
G. E. Brereton, Dallas; Joseph F. McVeigh, Fort Worth. 

Committee on Negro Medical Facilities —W. L. Marr, Gal- 
veston, Chairman; L. C. Powell, Beaumont; G. V. Pazdral, 
Somerville; J. A. Neely, Bellville; R. D. Little, Wharton. 

State Council on National Emergency Medical Service.— 
R. E. Gray, Lake Jackson, Chairman; W. H. Hamrick, 
Houston; Henry A. Holle, Austin; J. W. Hill, Dallas; A. W. 
Hartman, Jr., San Antonio. 

Advisers to Texas Chapters of the Student American Med- 
ical Association —W. L. Marr, Galveston; William D. Sey- 
bold, Houston; J. P. McNeill, Dallas. 

Committee on Liaison with State Bar of Texas.—John E. 
Skogland, Houston, Chairman; Earl Gaston, Kingsville, Vice- 
Chairman; James W. Rainer, Odessa; J. B. Copeland, San 
Antonio; R. W. Kimbro, Cleburne; R. G. Carpenter, Dallas; 
David M. Cameron, Ei Paso. 

State Committee for American Medical Education Founda- 
tion.—S. W. Thorn, Houston, Chairman; V. R. Hurst, Long- 
view; F. L. Butte, Dallas; J. A. Little, Wichita Falls; Raleigh 
R. Curtis, Temple; Stephen B. Tucker, Nacogdoches; S. D. 
Coleman, Navasota; M. A. Forbes, Jr., Austin; S. W. Bohm- 
falk, Weslaco; O. H. Chandler, Ballinger; Joe R. Donald- 
son, Pampa; T. D. Young, Sweetwater; Charles E. Oswalt, 
Jr., Fort Stockton; Harold M. Northington, Wharton. 

Telephone Postgraduate Broadcast Committee (Special 
Committee of Council on Medical Education and Hos- 
pitals) —Joe Kopecky, San Antonio, Chairman; C. T. Stone, 
Galveston; Henry M. Winans, Dallas; Mavis P. Kelsey, 
Houston; James D. Murphy, Fort Worth; Raleigh R. Ross, 
Austin; Asher R. McComb, San Antonio. 

Joint Committee on Health Costs—M. C. Overton, Jr., 
Pampa, Chairman; Tom B. Bond, Fort Worth; J. H. Woot- 
ters, Houston; James W. Rainer, Odessa. 

Committee for Liaison with Workmen’s Compensation 
Insurance Companies.—Sam N. Key, Jr., Austin, Chairman; 
Frederick C. Rehfeldt, Fort Worth; R. G. Carpenter, Dallas; 
M. H. Morris, San Antonio; Wendell H. Hamrick, Houstén. 

Apbpointees to Cooperate with the Board of Nurse Ex- 
aminers.—A. C. Scott, Jr., Temple; G. E. Brereton, Dallas. 

Committee on Infringements of Medical Practice.—J. T. 
Billups, Houston, Chairman; Neil D. Buie, Marlin; Franklin 
W. Yeager, Corpus Christi; E. A. Rowley, Amarillo; Mal 
Rumph, Fort Worth. 

Texas Joint Commission for Improvement of Care of the 
Patient—A. C. Scott, Jr., Temple; Joseph F. McVeigh, 
Fort Worth; Truman G. Blocker, Jr., Galveston; G. E. 
Brereton, Dallas; F. J. L. Blasingame, Wharton (ex-officio) ; 
N. C. Forrester, Austin (ex-officio). 

Committee on Maternal Mortality—Garth L. Jarvis, Gal- 
veston, Chairman; A. L. Dipple, Houston; G. F. Goff, Dal- 
las; D. M. Gready, Houston; F. P. Helm, Austin; E. K. 
Blewett, Austin; W. H. Jondahl, Harlingen; R. E. Moon, 
San Angelo; William F. Mengert, Dallas. 

Advisory Committee to the President.—President-Elect, 
Vice-President, Speaker of the House of Delegates, Chair- 
man of the Board of Trustees, Chairmen of all Councils, 
Chairman and Secretary of the Board of Councilors, Chair- 
man of the Texas Delegates to the American Medical Asso- 
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ciation, Chairman of the Committee on Public Relations, 
and President of the Woman’s Auxiliary. 


SPECIAL DELEGATES 
Texas Hospital Association—Neil D. Buie, Marlin. 
Texas State Nutrition Council—Dolph L. Curb, Houston. 
State Rural Health Council—Chester U. Callan, Rotan. 


Lone Star State Medical Association. —R. D. Little, 
Wharton. 


Louisiana State Medical Association —L. C. Heare, Port 
Arthur. 


Arkansas Medical Society—H. O. Padgett, Marshall. 


Texas State Dental Society.—Herbert Donnell, Waxa- 
hachie. 


New Mexico Medical Society—C. E. Webb, El Paso; G. 
H. Jordan, El Paso, Alternate. 


Texas Polio Planning Committee.—J. Edward Johnson, 
Austin. 


Private Clinics and Hospitals Asscciation of Texas.—J. C. 
Terrell, Stephenville. 


OFFICERS OF SCIENTIFIC SECTIONS 
SECTION ON GENERAL PRACTICE 


Van D. Goodall, Clifton, Chairman. 
John M. Smith, San Antonio, Secretary. 


SECTION ON INTERNAL MEDICINE 


John R. Winston, Temple, Chairman. 
Mavis P. Kelsey, Houston, Secretary. 


SECTION ON SURGERY 


Robert F. Short, Jr., Dallas, Chairman. 
Norman Duren, Beaumont, Secretary. 


SECTION ON OBSTETRICS AND GYNECOLOGY 


S. Foster Moore, San Antonio, Chairman. 
Dennis M. Voulgaris, Wharton, Secretary. 


SECTION ON EYE, EAR, NOSE, AND THROAT 


Oliver W. Suehs, Austin, Chairman. 
Robert Marion Johnson, Houston, Secretary. 


SECTION ON RADIOLOGY 


Delphin Von Briesen, El Paso, Chairman. 
David H. Allen, Wichita Falls, Secretary. 


SECTION ON PUBLIC HEALTH 


Austin E. Hill, Houston, Chairman. 
L. P. Walter, Austin, Secretary. 


SECTION ON CLINICAL PATHOLOGY 


J. L. Goforth, Dallas, Chairman. 
John H. Childers, Galveston, Secretary. 


SECTION ON PEDIATRICS 


Robert A. Gardner, Houston, Chairman. 
B. H. Williams, Temple, Secretary. 


LOCAL COMMITTEES 


Alumni and Fraternity —J. H. Grammer, Chairman; John 
W. Garnett; T. L. Lauderdale; George Y. Siddons; Walter 
B. Petta, W. F. Armstrong; J. W. Tottenham, Jr.; J. R. 
Cochran; Cuvier P. Lipscomb; Charles H. McCollum, Jr.; 
L. H. Reeves. 

Halls and Lanterns —William E. Flood, Chairman; J. T. 
Tucker, Jr.; Cyrus L. Worrall; Richard V. Price; Joe B. Ellis. 

Hotels.—R. V. Brasher, Chairman; Robert C. Barker; 
M. H. Crabb. 

Information.—James F. Campbell, Chairman; Frank J. 
Daugherty; I. L. Van Zandt; Leo N. Roan. 

Memorial Services.—L. H. Reeves, Chairman; R. G. 
Baker, Vice-Chairman; Truman C. Terrell; C. P. Schenck; 


L. O. Godley; Nelson Dunn; Webb Walker; Mrs. Tom B. 
Bond. 

Publicity.—Joseph F. McVeigh, Chairman; Hersel F. 
Willis; Thomas J. Coleman. 

Scientific and Technical Exhibits.—James D. Murphy, 
Chairman; Thomas L. Shields; W. S. Lorimer, Jr.; John H. 
Richards. 

Social—James O. McBride, Chairman; Robert D. Bickel; 
James W. Short; J. A. Hallmark; H. T. Jackson; Adolph 
F. Kauffmann. 

Sports.—Dolphus E. Compere, Chairman; Randall D. 
Nyman; Harold D. Shelley; Drue O. D. Ware; James H. 
Hook; Fred B. Aurin. 

Transportation and Finance -—W. D. Marrs, Chairman; 
Robert C. Stow, Jr.; James B. Boone; Robert H. Mitchell. 

Public Lectures.—Robert D. Moreton, Chairman; Mal 
Rumph; James N. Walker; Ernest D. Rogers; J. H. Steger. 

Local Tours and Sightseeing Trips—Rex Z. Howard. 


VISITATIONS FOR SEPTEMBER 


Visitations have been scheduled to seven county medical 
societies for September. Those groups to be visited are 
Hopkins-Franklin Counties, September 2; Ellis County, Sep- 
tember 8; Falls County, September 13; Grayson County, 
September 14; Angelina County, September 16; La Salle- 
Frio-Dimmit Counties, September 21; and Kleberg-Kenedy 
Counties, September 21. 

Officers and staff representatives participating in the pro- 
grams for September are Dr. F. J. L. Blasingame, Wharton, 
President of the Texas Medical Association; Dr. J. L. Coch- 
ran, San Antonio, President-Elect; Dr. Robert W. Kimbro, 
Cleburne, chairman of the Board of Trustees; Dr. R. G. 
Baker, Fort Worth, chairman of the Board of Councilors; 
Dr. Harvey Renger, Hallettsville, chairman of the Council 
on Medical Economics; and C. Lincoln Williston, Austin, 
assistant executive secretary. 


AMERICAN MEDICAL ASSOCIATION 


AMA SCIENTIFIC EXHIBIT AWARDS 


Texans won three scientific exhibit awards at the con- 
vention of the American Medical Association in San Fran- 
cisco. The highest scientific exhibit award given by the 
AMA, the Hektoen award, comprising three gold, silver, 
and bronze medals, was awarded to a Texas group. 

For an exhibit on “Aneurysms and Thrombo-Obliterative 
Disease of the Aorta: Surgical Considerations,’ Dr. Michael 
E. DeBakey, Dr. Denton A. Cooley, and Dr. Oscar Creech, 
Jr., Houston, received a Hektoen gold medal. 

A certificate of merit for diseases of the chest went to 
Dr. G. V. Brindley, Jr., Temple, for his exhibit on ‘“Bron- 
chogenic Carcinoma Simulating Benign Pulmonary Dis- 
eases.” Winning a certificate of merit for laryngology, 
otology, and rhinology were Dr. J. Dudley Singleton, Dr. 
Louis E. Adin, Jr., Dr. Ralph S. Clayton, Lewis B. Waters, 
and Patricia O'Neill, Dallas. This exhibit was on ‘The 
Temporal Bone—An Anatomic and Clinical Study.” 


COUNTY SOCIETIES 


Armstrong-Donley-Childress-Collingsworth-Hall 
Counties Society 
May 19, 1954 
(Reported by Carter Holcomb, Secretary) 
Obstructive Diseases of Children—William Pickett, Dallas. 
Armstrong-Donley-Childress -Collingsworth - Hall Counties 
Medical Society met with the woman’s auxiliary on May 19 
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for a dinner in Wellington. E. W. Jones, Wellington, gave a 
report on the recent meeting of the Texas Medical Associa- 
tion, which he attended as delegate. 

The scientific part of the program was given as outlined 
above with an open discussion from the floor following the 
presentation by Dr. Pickett. 


Bee-Live Oak-McMullen Counties Society 
April 26, 1954 
Condition of Hip-——J. E. Upshaw, Corpus Christi. 
The Bee-Live Oak-McMullen Counties Medical Society met 
on April 26 at Beeville for a short business meeting. Dr. 


Upshaw gave the above paper, showing slides with the 
presentation. 


Bell County Society 


June 9, 1954 
(Reported by F. M. Hammond, Secretary) 
Diagnosis and Treatment of More Common Malformations of Heart— 

Dan G. McNamara, Houston. 

At the June 9 meeting of the Bell County Medical Society 
in Temple, I. D. Ellis, Troy, and J. G. Jenkins, Temple, 
were elected honorary members of the society. The follow- 
ing committee was appointed to study the feasibility of 
establishing a permanent roentgen-ray unit for Bell County: 
Harry Frey, Belton, chairman, and W. O. Arnold, E. E. 
Seedorf, James Wilson, Joel H. Johnson, and James Moore, 
all of Temple. 


The scientific program as outlined above was presented. 


Brazoria County Society 
May 27, 1954 
(Reported by Carlos E. Fuste, Jr., Secretary) 
Vaginal Pruritus—Karl John Karnaky, Houston. 
Brazoria County Medical Society met May 27 at Freeport 
for dinner and to hear the scientific program as presented 
above. The next meeting of the group will be in September. 


Cameron-Willacy Counties Society 


May 17, 1954 
(Reported by Harry A. Miller, Executive Secretary ) 
Diagnosis and Treatment of Gastric Ulcer—F. C. Pannill, Houston. 
The Cameron-Willacy Counties Medical Society met in 
Harlingen on May 17 for dinner with the woman’s aux- 
iliary. After the dinner and a short business meeting in 
which James Clarke, Harlingen, was named medical direc- 
tor for the Southwest Blood Bank, the above scientific pro- 
gram was heard. Dr. Pannill showed slides with his paper. 


Cass-Marion Counties Society 
May 13, 1954 


Diseases of Thyroid Gland—Henry Carney, Texarkana. 


Cass-Marion Counties Medical Society met with its wom- 
an’s auxiliary on May 13 for dinner at Texarkana. Follow- 
ing the dinner Dr. Carney addressed the society on the 
above subject. 


Dallas County Society 
May 11, 1954 
(Reported by Glenn D. Carlson, Secretary) 


Changing Concepts in Management of Pulmonary Tuberculosis—D. O. 
Shields, McKinney. 


Nephropathy Following Medical Treatment of Peptic Ulcer—Joseph 
C. Ogle, McKinney. 


The Dallas County Medical Society met at the Baylor 
Hospital Auditorium in Dallas on May 11. After hearing 
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medical economics news, the above outlined scientific pro- 
gtam was presented by Dr. Shields and Dr. Ogle, members 
of the staff of the Veterans Administration Hospital, Mc- 
Kinney. Doctors newly elected to membership in the society 
are Kenneth W. LaRue, Dallas; Marvin H. Bartlett, Gar- 
land; Robert A. McCall, Dallas; Warren E. Hancock, Dallas; 
Stanley L. Gilbert, Dallas; Ward George Dixon, Dallas; 
and James R. Phillips, Grand Prairie. 


June 8, 1954 
(Reported by Glenn D. Carlson, Secretary) 


Panel Discussion: Concurrent Disease in Pregnancy 
Diabetes Mellitus—Wéilliam F. Mengert, moderator, George M. 
Jones, Howard K. Crutcher, and Douglas M. Haynes, Dallas. 
Rubella—Don G. Harrel, moderator, Stewart A. Fish, Jack H. 
Kamholz, and Joe V. Moody, Dallas. 


Dallas County Medical Society met on June 8 at the 
Methodist Hospital, Dallas, with members as dinner guests 
of the medical staff of the hospital. The above outlined 
scientific program was presented after medical economics 
news and announcement of the following new society mem- 
bers: James E. Ensey, Robert George Budd, Alexander B. 
Humes, Milam B. Pharo, Glendon A. Hoffman, Marion 
Jack Williams, and Irene Marie Stayer. 


East Harris County Society 
May 4, 1954 
Diseases of the Ear, Nose, and Throat—John H. Barrett, Houston. 
East Harris County Chapter of the Harris County Medical 
Society met on May 4 in Houston. An open discussion of 


the Salk poliomyelitis vaccine was held before the presenta- 
tion of the above program. 


Eastland-Callahan-Stephens-Shackelford-Throckmorton 
Counties Society 
May 18, 1954 
Surgical Conditions of Chest—Roy T. Lester, Abilene. 
Medical Conditions of Chest—M. C. Bessire, Abilene. 

Eastland - Callahan - Stephens - Shackelford - Throckmorton 
Counties Medical Society met on May 18 in Breckenridge 
for dinner with the woman's auxiliary. After a business 
meeting, the above scientific program was heard. 


Hale-Floyd-Briscoe-Swisher Counties Society 
May 11, 1954 
(Reported by John C. Long, Jr., Secretary) 
Hale-Floyd-Briscoe-Swisher Counties Medical Society met 
in Amarillo on May 11. “Coarctation of the Aorta,” a mo- 
tion picture, was shown and discussed by a member of the 
surgical service of Plainview Hospital and Clinic. 


Nueces County Society 
May 11, 1954 
(Reported by G. S. Ahern, Secretary) 
Recent Advances in Vascular Surgery—Denton Cooley, Houston. 
Nueces County Medical Society held a joint meeting with 
the medical officers of the United States Naval Air Station 
on May 11 at the Naval Air Station hospital auditorium, 


Corpus Christi. The combined group heard the above scien- 
tific program. 


Tarrant County Society 
May 20, 1954 


(Reported by S. W. Wilson, Secretary) 


Present Status of Artificial Insemination—Robert P. McDonald, Fort 
Worth. 


Tarrant County Medical Society met in Fort Worth on 
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May 20 to hear the above scientific program and a report 
from the delegates to the Texas Medical Association on the 
recent convention. 

During the meeting tribute was paid to E. H. Bursey, Fort 
Worth, who died on May 11. 


Tom Green-Eight County Society 
May 10, 1954 
(Reported by Joe L. Cornelison, Secretary) 
Common Sense in Peripheral Vascular Disease—William J. Block, 

San Antonio. 

Tom Green-Eight County Medical Society met in San 
Angelo on May 10 and heard the above scientific program. 
Prior to the presentation of the program a business meeting 
was held. John E. Ballard, San Angelo, was elected chairman 
of the military affairs committee. A permanent disaster 
committee composed of Robert A. Morse, chairman; Lacey 
Smith, Gus F. Eckhardt, Harry F. Round, William H. 
McCaw, Sam Gainer, and Edward Sattenspiel, was ap- 
pointed. 

The Tom Green County Crippled Children’s Society re- 
quested the medical society to invite the Crippled Children’s 
Division of the State Health Department to hold a clinic in 
San Angelo this fall, and the society voted to do so. 


Wharton-Jackson-Matagorda-Fort Bend Counties Society 
May 11, 1954 
(Reported by S. E. Thompson, Secretary) 
Wharton-Jackson-Matagorda-Fort Bend Counties Medical 
Society met May 11 at New Gulf with thirty-six members 
and the woman’s auxiliary present. They heard Mr. Wil- 


liams, federal narcotics agent, speak on narcotics and its 
problems as related to the physician. 


DISTRICT SOCIETIES 


Seventh District Society 


June 18, 1954 
(Reported by William F. McLean, Secretary) 

William F. McLean, Austin, was elected president of the 
Seventh District Medical Society at its June 18 meeting at 
Green Shores on Lake Austin. Roy H. Morris, Jr., Elgin, 
was elected vice-president, and John Rainey, Austin, was 
elected secretary-treasurer. The doctors and their wives had 
a boat ride on the Riverboat Commodore for their annual 
summer meeting. 


Fourteenth District Society 


June 1, 1954 
(Reported by L. W. Johnston, Secretary) 


Feeding Problems of Infancy and Childhood—Logan U. Mewhinney, 
Dallas. 


Treatment of Common Dermatoses in General Practice and in Pedi- 
atrics—J. B. Howell, Dallas. 

Amenorrhea—C, F. Hamilton, Dallas. 

Carcinoma of Endometrium—J. B. Griffin, Dallas. 

Disorders of Back—-Paul C. Williams, Dallas. 

Carcinoma of Tongue——Charles L. Martin, Dallas. 

The Fourteenth District Medical Society met on June 1 
in Denton to hear the above program which was sponsored 
by Southwestern Medical School of the University of Texas, 
Dallas. Speakers at a noon meeting with the auxiliary were 
F. J. L. Blasingame, Wharton, President of the Texas Med- 
ical Association, and Mrs. Mark H. Latimer, Houston, Pres- 
ident of the Woman’s Auxiliary to the Texas Medical Asso- 
ciation. 

Newly elected officers of the district are J. David Thomas, 
Denton, president, and D. W. Freeman, Denison, vice-pres- 
ident. L. W. Johnston, Terrell, was reelected secretary- 
treasurer. 


AUXILIARY SECTION 


COUNTY AUXILIARIES 


The Galveston County Auxiliary had a program for future 
nurses on April 20, which was designated by the president, 
Mrs. Andrew J. Magliolo, Dickinson, as ‘Career in Nursing 
Day” in Galveston County. Future nurses were models fora 
style show “Cavalcade of Nursing Stars,” and honor guests 
were mothers of the girls. 

Cass-Marion Counties Auxiliary met in Hughes Springs 
on March 10 and heard Mrs. Eva Robitaile, American Red 
Cross nurse, speak on “Home Nursing.” 

Ellis County Auxiliary heard Mrs. E. W. Coyle, San An- 
tonio, President of the Woman's Auxiliary, at the March 16 
meeting. Mrs. B. C. Wallace, Jr., and Mrs. Herbert Don- 
nell, both of Waxahachie, were elected delegates to the state 
convention; Mrs. W. P. McCall, Ennis, and Mrs. Mayo 
Tenery, Waxahachie, were elected alternates. Mrs. Coyle 


Officers of the Woman's Auxiliary to the Texas Medical Associa- 
tion: President, Mrs. E. W. Coyle, San Antonio; President-Elect, Mrs. 
Mark H. Latimer, Houston; First Vice-President (Organization), Mrs. 
John D. Gleckler, Denison; Second Vice-President (Physical Exam- 
inations), Mrs, Cecil O. Patterson, Dallas; Third Vice-President (To- 
day's Health), Mrs. Ralph B. Payne, Amarillo; Fourth Vice-President 
(Program), Mrs. Guy Knolle, Houston; Recording Secretary, Mrs. 
Paul Brindley, Galveston; Corresponding Secretary, Mrs. Charles L. 
McGehee, San Antonio; Treasurer, Mrs. Oscar M. Marchman, Jr.. 
Dallas; Publicity Secretary, Mrs. Allen H. Neighbors, Jr., Austin; 
Parliamentarian, Mrs. H. S. Renshaw, Fort Worth. 


also spoke to the Medina-Uvalde-Maverick-Val Verde-Ed- 
wards-Real-Kinney-Terrell-Zavala Counties Auxiliary at a 
meeting in Eagle Pass on March 12. Mrs. L. M. Cartall, Del 
Rio, was installed as president. 

Travis County Auxiliary heard a program on “Know 
Your Community” at the March 16 meeting in Austin. 
Representatives of the Vocational Rehabilitation Division 
of the Texas Education Agency, the YWCA, and two hos- 
pital auxiliaries explained the work of their organizations 
in helping those in distress. 

Cherokee County Auxiliary honored the society with a 
dinner on March 23 for Doctor's Day. Dr. Hardy Kemp, 
Baylor University College of Medicine, Houston, spoke on 
“Education for Professional Responsibility.” Andrews-Ector- 
Midland Counties Auxiliary met with the society on March 
18 for dinner, and each doctor was presented a boutonniere 
in observance of Doctor’s Day. New president of the auxil- 
iary is Mrs. M. J. Loring, Midland. Another group honoring 
the society for Doctor's Day was the Jasper-Newton Coun- 
ties Auxiliary, which had a dinner at the home of Dr. and 
Mrs. A. J. Richardson, Sr., Jasper, on March 17. Mr. Ward 
Markley, county attorney, spoke to the group about phases 
of juvenile delinquency. 

April 2 guest speaker for Grayson County Auxiliary was 
Dr. Edgar S. Ezell, Fort Worth, who spoke on “Juvenile 
Delinquency.” 

The Port Arthur unit of the Jefferson County Auxiliary 
was honored on March 16 by members of the Otwitanda 
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Campfire Girls. This group sponsors the Campfire Girls in 
Port Arthur. 

Tarrant County Auxiliary met on May 14 in Fort Worth 
for a demonstration of corsage making and installation of 
officers. 

The Navarro County Auxiliary met in the home of Dr. 
and Mrs. S. J. Barron, Corsicana, on May 7 to hear Mrs. 
Paul H. Mitchell and Mrs. C. L. Gary, Jr., report on the 
convention in San Antonio. The auxiliary met in the home 
of Dr. and Mrs. William Miller, Corsicana, June 4. In- 
cluded in the business session was a discussion of the com- 
ing Twelfth District meeting, which will be in Corsicana, 
and a legislative report. It was reported that fifty-three men 
in homes for the aged would be remembered by the aux- 
iliary on Father’s Day. Mrs. Ben Griffin, Frost, gave two 
Louis Bromfield readings for the entertainment portion of 
the program. 

At the April 20 meeting of the Kleberg-Kenedy Auxiliary 
held in the home of Dr. and Mrs. W. A. Ewert, Kingsville, 
Mrs. Ewert was elected president. Mrs. F. B. Higgins, Kings- 
ville, was elected secretary and Mrs. L. E. Ramey, Kingsville, 
was elected treasurer. 

McLennan County Auxiliary heard J. A. Moore, executive 
assistant in physical medicine rehabilitation service at the 
Veterans Administration Hospital, Waco, speak at the April 
28 meeting in Waco. Mr. Moore outlined the modern pat- 
tern of treatment of mentally disturbed persons. Mrs. Eldon 
Fine, Waco, was named delegate and Mrs. J. C. Dunlap, 
Waco, alternate delegate. 

Mrs. Haskell D. Hatfield was installed as president of 
the El Paso County Auxiliary at the May 10 meeting in 
El Paso. 

The May 11 Temple meeting of the Bell County Aux- 
iliary featured Judge J. K. Evetts, Belton, as guest speaker. 
Judge Evetts’ talk, which was on juvenile delinquency, 
stressed the obligations of parents to provide their children 
not only with material necessities, but with the giving of 
time, companionship, and understanding. 

Kerr-Kendall-Gillespie-Bandera Counties Auxiliary has 
chosen Mrs. Russell Guill, Kerrville, as president for the 
coming year. 





H. G. GARRETT 


Dr. Henry Grady Garrett, Dallas, Texas, died at his 
home on June 28, 1954, of myocardial infarction. 

The son of J. O. and Elizabeth Garrett, Dr. Garrett was 
born August 18, 1890, in Kosse. He attended Trinity Uni- 
versity, then at Waxahachie, and was graduated in 1919 
from Baylor University College of Medicine, then in Dallas. 
Dr. Garrett interned at Parkland Hospital, Dallas, and did 
postgraduate work at Polyclinic, Chicago, in 1921, and 
Charity Hospital of Louisiana, New Orleans, in 1936. He 
practiced in Pilot Point from 1920 until 1922, when he 
moved to Dallas. He was a general practitioner, specializing 
in pediatrics and obstetrics. 

A member of the Texas and American Medical Associa- 
tions through Denton County and Dallas County Medical 
Societies continuously throughout his career, Dr. Garrett 


An obituary ordinarily will not be published more than four months 
after date of death. Cooperation in reporting deaths of physicians and 
in furnishing appropriate biographical material promptly is solicited. 
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Hutchison County Auxiliary honored the graduating sen- 
iors of the Future Nurses Clubs of their county on May 23 
with a tea. 

The Bexar County Auxiliary met at the Medical Library, 
San Antonio, on April 9, and had over one hundred guests 
for its annual guest day. Presidents of local civic organiza- 
tions and presidents of auxiliaries of the surrounding coun- 
ties were invited. Judge Raymond Gerhardt spoke to the 
group on “Juvenile Delinquency.” Bexar County Auxiliary 
met on May 21 in San Antonio for installation of officers. 

Potter County Auxiliary hosted the District 3 Auxiliary 
when it met in Amarillo on April 14. Mrs. W. C, Barksdale, 
Borger, was elected district council woman. 

Cooke County Auxiliary celebrated Doctor's Day on March 
30 with a buffet dinner in honor of the Cooke County Medi- 
cal Society in the home of Dr. and Mrs. Vincent C. Cirone, 
Gainesville. 

Dawson-Lynn-Terry-Gaines-Yoakum Counties Auxiliary 
held a business meeting after the April 7 dinner with the 
society in Brownfield. Mrs. C. Skiles Thomas, Tahoka, was 
elected president. 

Angelina County Auxiliary honored the society with a 
dinner on April 14 in Lufkin. 


EXECUTIVE BOARD AND WORKSHOP 


The fall Executive Board meeting and Workshop for 
County Presidents will be held in Austin at the Texas Med- 
ical Association headquarters building, September 22-23. On 
September 22, state committee meetings are scheduled for 
the morning, and the Executive Board meeting is scheduled 
for that afternoon, with county presidents invited to attend. 

The Workshop for County Presidents will be given the 
morning of September 23, and a luncheon and showing of 
films will be at noon. Round-table discussions will be held 
that afternoon. 

A ten mile ride up Lake Austin on the Riverboat Com- 
modore with dinner at the Green Shores picnic grounds is 
planned for the evening of September 22. 

Everyone planning to attend is asked to make hotel or 
motel reservations as early as possible. 





was also a member of the American Academy of General 
Practice and Dallas Southern Clinical Society. He was a 
member of the Masonic Lodge, being a Shriner, and the 
Kiwanis Club. Dr. Garrett was an elder in the St. Andrew's 
Presbyterian Church. He received the 1954 Alumni Service 
Award from Trinity University of San Antonio. 

Dr. Garrett and the former Miss Bernice Ewing were 
married on October 2, 1919, in Dallas. She survives, as 
do a daughter, Mrs. J. Averett Waller, Dallas; a sister, Mrs. 
J. L. Parks, Amarillo; five brothers, Leonard Garrett, Guy 
Garrett, and Sanford Garrett, of Marlin, R. L. Garrett of 
Irving, and Ross E. Garrett of Lubbock; and two grandsons. 


W. DEATHERAGE 


Dr. William Deatherage, Dallas, Texas, died June 10, 
1954, in a local hospital after a two-year illness. 

Born in Grayson County, near Bonham, on August 8, 
1860, Dr. Deatherage was the son of John English and 
Hannah (Campbell) Deatherage, who had come to Texas 
from Tennessee in a covered wagon in 1852. In the days 
when a man became a doctor by studying as an apprentice, 
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Dr. Deatherage began his study of medicine and later at- 
tended the old Eclectic Medical College, Cincinnati, Ohio, 
from which he was graduated in 1886. After practicing for 
several years in Bells, where he made most of his calls on 
horseback, Dr. Deatherage returned to school and was grad- 
uated in 1895 from the Marion-Sims College of Medicine, 
which later became the St. Louis University School of Med- 
icine. He then moved to Dallas and practiced there until 
1950, when he went into semiretirement. He had a stroke 
in 1952 and had been bedridden since that time. 

An honorary member of the Texas Medical Association 
since 1947, Dr. Deatherage had been a member of the 


Dr. WILLIAM DEATHERAGE 


Texas and American Medical Associations through Dallas 
County Medical Society almost continuously since 1907. He 
was a member of the Methodist Church. The saddlebags 
which Dr. Deatherage used in his early career were on dis- 
play at the Texas Centennial at Dallas in 1936. 

Dr. Deatherage and the former Miss May W. Cole were 
married in 1893 in Dallas. Mrs. Deatherage died ten days 
after the death of her husband. Surviving are a daughter, 
Mrs. Paul Taylor, Dallas; a son, Dr. W. R. Deatherage, 
Lubbock; three grandsons; and two great-grandchildren. 


GG. W. SCOTT 

Dr. George Warren Scott, Irving, Texas, died of bron- 
chogenic carcinoma on April 1, 1954, in that city. 

Born in Indianola, Iowa, on December 25, 1911, Dr. 
Scott was the son of Mr. and Mrs. John Scott. He attended 
Morningside College, Sioux City, Iowa, and the State Uni- 
versity of lowa, lowa’ City. He attended the State Uni- 
versity of Iowa College of Medicine, lowa City, and the 
University of South Dakota School of Medical Sciences, 
Vermillion, and was graduated from the University of 
Arkansas School of Medicine, Little Rock, in 1937. Dr. 
Scott interned at the Charity Hospital, Shreveport, La. He 
practiced in Waxahachie and Hamilton for a short time 
before moving in January, 1939, to Tishomingo, Okla. 
While in the United States Army Medical Corps in Hono- 
lulu, Dr. Scott served a residency in surgery in 1943. 

Dr. Scott was a captain in the United States Army Med- 
ical Corps from 1941 to 1946, serving in the Pacific area 


for forty-four months during World War II. He was bat- 
talion surgeon and assistant chief of surgery with the Twen- 
ty-Fourth Division at Oahu and served as battalion surgeon 
with the Fortieth Division. Dr. Scott was awarded the 
bronze star, medical combat badge, Philippine liberation 
ribbon with one bronze star, Asiatic-Pacific ribbon with 
three battle stars, bronze arrowhead for three assault land- 
ings, American defense ribbon, victory ribbon, and seven 
overseas bars for his service during World War II. 

Dr. Scott returned to Tishomingo in 1946 and moved to 
Irving in 1952. He was a member of the Texas and Amer- 
ican Medical Associations through the Dallas County Med- 
ical Society while practicing in Texas. Dr. Scott was a mem- 
ber of Phi Gamma Delta fraternity, the Masonic Lodge, 
and the Presbyterian Church. 

Dr. Scott and Mrs. Elizabeth Broyles were married April 
22, 1938, in Shreveport, La. He is survived by his wife; 
a daughter, Mrs. Frank W. Cole, Conroe; and a brother, 
Clark I. Scott, Southbury, Conn. 


A. COFFEY 

Dr. Alden Coffey, Fort Worth, Texas, died at his home 
of a heart attack on May 26, 1954. 

Born in Farmersville on February 16, 1884, Dr. Coffey 
was the son of William H. and Annice (Cooper) Coffey. 
He attended the old Fort Worth Medical School and was 
graduated from Vanderbilt University School of Medicine, 
Nashville, in 1906. He did postgraduate work in Paris in 
1925. 

Dr, Coffey had been a member of the Texas and Ameri- 
can Medical Associations through Tarrant County Medical 
Society continuously since 1907. He was a member of the 


Dr. ALDEN COFFEY 


Thirteenth District Medical Society and the Fort Worth 
Academy of Medicine. He was a fellow of the American 
College of Surgeons, and a member of Phi Beta Pi medical 
fraternity and the Congregational Church. Dr. Coffey or- 
ganized the Coffey Clinic in 1924. He had been district 
surgeon for the Texas and Pacific Railway, Pullman Com- 
pany, and Fort Worth Transit Company. He was senior 
surgeon emeritus at St. Joseph’s Hospital. Dr. Coffey, an 
active golfer until 1940 when he suffered a heart attack, is 
considered the “father of Fort Worth golf.” He was instru- 
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mental in bringing the National Open Golf Tournament to 
Fort Worth in 1941, and he had been president of the 
Fort Worth Golf Association for three years. He was past 
president of River Crest Country Club and a member of 
the Fort Worth Club, Exchange Club, and Colonial Coun- 
try Club. 

On June 12, 1906, Dr. Coffey and the former Miss Maud 
Polly were married in Wichita, Kan. He is survived by his 
wife; two sons, William R. Coffey, Weatherford, and Alden 
Coffey, Jr., Palos Verdes, Calif.; a sister, Mrs. W. E. Bush, 
Harlingen; and a brother, W. Herman Coffey, Orange. 


Cc. A. AVLT, JR. 

Dr. Charles Aaron Ault, Jr., Dallas, Texas, died in a 
local hospital of a heart attack on April 1, 1954. 

The son of Mr. and Mrs. Charles A. Ault, Sr., Dr. Ault 
was born in Houston on October 30, 1913. He attended 
Rice Institute and was graduated from Baylor University 
College of Medicine, Dallas, in 1937. He interned and took 
his residency in medicine at Baylor Hospital, Dallas, after 
which he practiced in Dallas for one year prior to entering 
the Army Medical Corps in 1941. He served as a lieutenant 
colonel in the South Pacitic during World War II and re- 
turned to Dallas in 1946, practicing there until the time of 
his death. 

Dr. Ault had been a member of the American and Texas 
Medical Associations through Dallas County Medical Society 
since 1940. He was a member of Alpha Omega Alpha 




































Dr. CHARLES A. AULT, JR. 


honorary medical fraternity, Phi Alpha Sigma medical fra- 
ternity, and the Christian Church. 

Dr. Ault and the former Miss Lenora Robertson, a grad- 
uate of Baylor University School of Nursing, were married 
on June 20, 1939. Dr. Ault is survived by his wife and 
a son, Charles Aaron Ault, III, Dallas, and his parents, 
Houston. 


Cc. C. NASH 

Dr. Cleveland Crumby Nash, Dallas, Texas, died on June 
14, 1954, in Dallas of a ventricular fibrillation. 

Born on April 14, 1884, in Limestone County, Dr. Nash 

was the son of Thomas Monroe and Nancy (Pearce) Nash. 
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He attended Sam Houston State Teachers College, Hunts- 
ville, and was graduated from the Washington University 
School of Medicine, St. Louis,'in 1907. He interned at the 
Barnard Free Skin and Cancer and St. Louis City Hospitals 
for two years and began his practice in Palestine in 1909. 
Dr. Nash had practiced in Dallas since 1922. 

A member of the Texas and American Medical Associa- 
tions almost continuously since 1904, Dr. Nash had be- 
longed to the Jefferson, Anderson, and Dallas Counties 
Medical Societies and served as councilor of the Eleventh 
District in 1915 and the Fourteenth District from 1941 




















































Dr. C. C. NASH 


through 1948. He was a member of the American Academy 
of Neurology and the Texas Surgical Society. He belonged 
to the Masonic Lodge, Knights Templar, and Shrine, and 
was a member of the Baptist Church. He was a charter 
member of the Dallas Athletic Club. 

He and the former Miss Jewell Middlebrook were mar- 
ried on February 9, 1911, at Hope, Ark. She survives, as 
do two sons, Cleve C. Nash, Jr., Ph. D., Syracuse, N. Y., 
and Dr. Tom Nash, Dallas; two daughters, Mrs. Joe Belden, 
Dallas, and Dr. Jane Nash Higbee, Austin; two brothers, 
H. E. Nash, Austin, and Jeff D. Nash, San Antonio; two 
sisters, Mrs. S. W. Puckett, Dallas, and Mrs. W. E. Pitts, 
San Antonio; and ten grandchildren. 


IC THOMAS 


Dr. John Calhoun Thomas, Austin, Texas, died at his 
home of hepatic insufficiency on May 17, 1954. 

Dr. Thomas was born June 26, 1884, in Rogers, the son 
of James E. and Annie (Berry) Thomas. He attended 
Rogers public schools and was graduated from the Univer- 
sity of Texas School of Medicine, Galveston, in 1908. He 
practiced at Temple from then until 1914, when he moved 
to Taylor, where he built and operated the Taylor Sanatori- 
um until 1917. Dr. Thomas was a captain in the Army Med- 
ical Corps from 1917 to 1919, serving with a base hospital 
in France. In 1919 he entered private practice in Austin. 

Dr. Thomas had been a member of the Texas and Ameri- 
can Medical Associations almost continuously throughout 
his career. He was elected an honorary member of the state 
organization in 1953. A charter member of the present 
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Travis County Medical Society, he was secretary in 1921- 
1922 and president in 1943. He also belonged to the Sev- 
enth District Medical Society. He was a former fellow of 
the American College of Surgeons. He was a member of 
Alpha Omega Alpha honorary medical fraternity. Dr. 
Thomas was an avid supporter of and worker for the new 
St. David’s Hospital in Austin, which is now under con- 
struction. 

He is survived by his wife, the former Miss Mary Fulton, 
whom he married in Temple on November 5, 1911. Also 
surviving are a daughter, Mrs. Brown Booth, Houston; a 
son, Dr. John F. Thomas, Austin; his mother, Rogers; a 
sister, Mrs. Byron Hammersmith, Belton; a brother, Mike 
Thomas, Temple; and nine grandchildren. 


D. PRICE 


Dr. Don Price, Athens, Texas, died on April 20, 1954, 
at his home of cancer. 

The son of William P. and Martha (Rouse) Price, Dr. 
Price was born on October 12, 1875, at Kosse. He at- 
tended the Limestone County schools and entered the old 
Trinity University, Fort Worth, in 1894. He was gradu- 
ated from the Baylor University College of Medicine, then 
in Waco, in 1904, later taking special courses in eye, ear, 
nose, and throat at Tulane University of Louisiana School 
of Medicine, New Orleans. Beginning his practice in Cen- 
terville, he practiced in Concord, Seale and San Antonio 
before moving in 1919 to Athens, where he practiced until 
the time of his death. 


Dr. DON PRICE 


A member of the Texas and American Medical Associa- 
tions since 1905 with the exception of a few years, Dr. Price 
was the secretary of Henderson County Medical Society 
from 1936 until 1952, when he served as president. He had 
been city health officer of Athens for ten years, Henderson 
County health officer for fifteen years, chairman of the local 
American Red Cross for several years, and examining phy- 
sician of the Selective Service board in Henderson County. 
For this he received four certificates of appreciation from 
the President of the United States and one medal from 
Congress. A member of the Masonic Order, Knights Tem- 
plar, and Shrine, he was past commander of the Taylor 
Commandery. He was a member of the Baptist Church. 


Dr. Price is survived by his wife, Mrs. Rena (Matthews) 
Price; one son, Myrl Price, Athens; two daughters, Mrs. 
Kirk Willingham, Austin, and Mrs. Emrys Jones, Dallas; 
one brother, J. R. Price, Dallas; and one sister, Mrs. How- 
ard Ruland, Dallas. 


EH. BURSEY 

Dr. Ernest Harmon Bursey, Fort Worth, Texas, died 
there May 14, 1954, of rheumatic heart disease with acute 
pneumonia. 

Dr. Bursey was the son of William Allen and Amanda 
Bursey and was born August 27, 1887, in Fort Worth. He 
went to the old Polytechnic College there, attended the Uni- 
versity of Texas, Austin, and was graduated from the Uni- 
versity of Texas School of Medicine, Galveston, in 1914. Dr. 
Bursey did postgraduate work at Harvard Medical School, 


Dr. E. H. BURSEY 


Boston, and the Mayo Clinic, Rochester, Minn. He began 
his medical career in 1914 in Weatherford, where he was 
city health officer one year, and moved in 1916 to Fort 
Worth, where he practiced until the time of his death. 

Affiliated with the Texas and American Medical Associa- 
tion through Tarrant County Medical Society continuously 
since 1916, Dr. Bursey was a member of the Thirteenth Dis- 
trict Medical Society and Southern Medical Association also. 
He was a fellow of the American College of Surgeons, a 
member of the Fort Worth Academy of Medicine, and on 
the staffs of Harris and St. Joseph’s Hospitals. He belonged 
to the Phi Chi medical fraternity, Masonic Lodge, Knights 
of Pythias, and Presbyterian Church. Dr. Bursey was a golf- 
ing enthusiast, being a charter member of the Colonial Coun- 
try Club in Fort Worth. He felt close to the soil because of 
his boyhood on a farm and owned cattle ranches first near 
Springtown and then near Keller, where he bred registered 
Herefords. He was especially interested in soil and water 
conservation. 

Dr. Bursey and the former Miss Florence McDonald Blunt 
were mafried on June 1, 1914, in Galveston. She survives; 
as do three children, Mrs. W. Kent Mitchell, Ernest Harmon 
Bursey, Jr., and William Fred Bursey; five grandchildren; 
and two brothers, J. W. Bursey, and A. P. Bursey, all of 
whom live in Fort Worth. 
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